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VINTON E. SILER, M.D., Cincinnati, Ohio 


HE purpose of this discussion is to out- 

line the general principles and the man- 

agement of various complications which 

may arise in the treatment of burns. 
There is more unanimity of opinion regarding the 
general and the local care of the patient with a 
burn today than in former years. In 1942 Koch 
(12) summarized the principles (1, 2, 9) of pres- 
sure dressings in the treatment of burns, and 
stated, “These are sound surgical principles. They 
are going to live if they are sound, and it seems to 
us they are definitely applicable.” Although many 
changes have evolved in specific phases of burn 
therapy, it is also true that the fundamental 
principles remain unchallenged. There is some 
doubt that one “ideal method” for treatment of a 
burn can ever develop, since multiple factors 
which are too complex to permit such stereotyped 
therapy present themselves in patients suffering 
from wounds of violence due to burns or other 
causes. The treatment of injured people must be 
based upon sound judgment and sound surgical 
principles. At the Cincinnati General Hospital 
definite principles (11) for the care of burned 
patients were instituted in our Surgical Service on 
September 1, 1941. During this period of time we 
have broadened our scope, insisted on flexibility 
of the rules, permitted our resident staff to 
evaluate each case and to proceed with therapy 
as indicated by clinical and laboratory data. 


1From the Department of Surgery, College of Medicine, Uni- 
versity of Cincinnati, and the Cincinnati General Hospital. Read 
before the Sectional Meeting of the American College of Sur- 
geons, Washington, D.C., March rs and 16, 1949. 


GENERAL PRINCIPLES 
For purposes of clarity general principles are 
best considered before, during, and after the 
thermal wound has received the first dressing of 
definite treatment. 


PREDRESSING PHASE 


This is devoted to an assay and treatment of 
the patient’s general condition. The important 
principles which guide and control therapy are: 

1. Prevent further contamination of the wound. 
At the site of the accident or in first-aid stations 
we try to prevent the use of ointments, oils, and 
various “home remedies” by advocating the use 
of a dry, clean sheet, piece of cloth, or a clean 
towel when dry sterile dressings are not available. 
Patients with major burns (10% or more) are 
admitted to the hospital as soon as possible. 

In the hospital all personnel connected with the 
care of these patients should be properly capped 
and masked. After the clothing has been removed 
a sterile sheet is placed under and over the patient. 
Physicians detailed to this duty should cleanse 
their hands before doing the physical examina- 
tion. A rapid survey and physical examination is 
made without undue disturbance of the patient. 
In the receiving unit nonprofessional personnel 
should be restricted. If possible, any factor pre- 
disposing to secondary contamination should be 
controlled. In case of injury to the eyes or respir- 
atory tract the ophthalmologist and rhinolaryn- 
gologist, respectively, should be consulted im- 
mediately. « 
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2. Prevent thermal shock; vigorously treat thermal 
shock if present. Rapid determinations of temper- 
ature, pulse, respirations, blood pressure, urinaly- 
sis, red blood cell count, and hemoglobin (hema- 
tocrit and plasma protein) will help evaluate the 
clinical picture of peripheral circulatory collapse. 
Most observers agree that the prevention of ther- 
mal shock is far superior than awaiting its develop- 
ment before starting treatment. All sound general 
measures of treating shock should be used, and, 
specifically, shock is best managed by controlling 
pain, controlling blood plasma volume, and assur- 
ing adequate oxygenation of the blood should 
there be any evidence of respiratory embarrass- 
ment demonstrated clinically by cyanosis and 
difficult respirations. 

Pain is controlled by morphine given in ade- 
quate amounts to produce sedation. Demerol 
may prove to be more effective than morphine be- 
cause of its atropinelike action and because it does 
not produce vagal stimulation. 

The blood plasma volume is best controlled by 
the administration of blood plasma since the 
fluid lost from the vascular bed in a burned 
patient is, without much question, serum from 
the initial volume of whole blood present before 
injury. Plasma transfusion remains the logical 
method of controlled replacement therapy. 

The degree of hemoconcentration can be deter- 
mined accurately by hematocrit studies, and the 
plasma requirement in any given patient can be 
stated only in terms of blood volume determina- 
tion. Since these procedures are not applicable 
to rapid treatment, the red blood cell count and 
hemoglobin values are good indices to follow. 

The rate of early plasma transfusion is based 
upon the clinician’s judgment and interpretation 
of laboratory data. We believe the first 200 to 
400 c.c. of plasma can be given rapidly and later 
administration continued at a slower rate. 

The amount of plasma to be administered de- 
pends upon several factors which include the ex- 
tent and depth of the surface burn, the stabiliza- 
tion of the hematocrit, and the response of the 
patient to therapy in terms of clinical and labora- 
tory analyses. 

The site selected for plasma transfusion de- 
pends on the involved areas of body surface. 
Little difficulty should be encountered in selecting 
a vein for canalization. If necessary this may be 
done in the region of the burn. In extreme in- 
stances intra-arterial and intrasternal routes may 
be advisable. 

Plasma should be given in physiological saline 
solution since the latter is helpful in replacing the 
sodium chloride ions so frequently-diminished in 
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major burns. Perhaps the colloidal solution of 
blood plasma in vivo is more physiological than 
the free use of 10 per cent glucose in saline solu- 
tion, either with or without the addition of sodium 
bicarbonate. Furthermore, attempted alkaliniza- 
tion of the urine is a controversial point, and there 
is no evidence that such therapy dissipates blood 
cellular precipitate in the renal tubules of burned 
patients. Blood serum may be used in place of 
plasma with equally good results. Vitamins should 
be given with the plasma solution. We advocate 
ascorbic acid, 1,000 mgm., and vitamin B complex 
containing thiamine, 50mgm., riboflavin, 50 mgm., 
pyridoxine, 25 mgm., nicotinamide, 1,250 mgm., 
and calcium pantothenate, 250 mgm. Such medi- 
cation should be early and continued as indicated. 

Whole blood is given as soon as the hematocrit 
study reveals stabilization and before early 
anemia develops. We do not subscribe to the use 
of blood substitutes since, in general, they do not 
possess the properties of plasma and blood, and, 
specifically, some have been found to be harmful. 
Adrenocortical extract and pressor drugs have 
not been proved to aid the condition of thermal 
peripheral circulatory collapse. 

When a burned patient demonstrates respirato- 
ry tract injury, or there is evidence of respiratory 
embarrassment due to the inhalation of smoke 
or fumes, oxygen therapy is indicated. In some 
instances tracheotomy may help respiratory ex- 
change and an emergency tracheotomy tray 
should accompany such a questionable case. The 
rhinolaryngologist, internist, and cardiologist may 
offer invaluable assistance in such complications. 

3. Chemotherapy. Although the exact degree of 
ability of the various antibiotic agents to control 
infections in burns has not, as yet, been clearly 
defined, we advocate the systemic use of penicillin 
and streptomycin in the treatment of burns. 

Penicillin has been given in a dosage of 100,000 
units intramuscularly every 8 hours, or in a dosage 
of 300,000 units once daily, and continued for a 
minimum of 7 days or longer if indicated. 

Streptomycin is administered intramuscularly 
in a dosage of 0.5 gm. twice a day. 

Although careful bacteriological studies (7) 
have revealed the inadequacies of these antibiot- 
ics to control all bacteria, there is evidence to 
show that penicillin given systemically has in- 
hibited and controlled many organisms in the in- 
fected burn. Prophylactically, penicillin has been 
helpful in the control of bacteria and septicemia. 
Further studies may permit conclusive indications 
for these substances. 

We have not used chemotherapeutic agents 
locally in the treatment of burns except in experi- 
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mental studies. Altemeier (3, 4) and others (8, 10) 
observed many detrimental effects in the local use 
of sulfonamides. At no time have we resorted to 
the local use of tannic acid, dyes, or other similar 
chemicals. 

Sulfonamides were used systemically in all of 
our cases from 1942 to 1945, but clinical observa- 
tions led us to conclude that the bacterial infec- 
tion in the burned area was unaffected. We now 
restrict the systemic use of sulfadiazine to the 
treatment of pneumonia or other complications 
in which it may be indicated. 

4. Antitetanus therapy. Prophylaxis against tet- 
anus infection is very important in patients with a 
burn. When tetanus toxoid has been given previ- 
ously, this form of therapy is indicated. Without 
previous immunization, tetanus antitoxin should 
be used immediately and the dose of 1,500 units 
should be repeated within a 24 hour period. 

5. Record clinicolaboratory data. One of the 
most important principles in the predressing 
phase is an accurate record of the observations 
determined on the burned patient. 

The nature, type, extent, and approximate 
depth of the injury should be recorded (Fig. 1). 

The determinations of temperature, pulse, res- 
pirations, and blood pressure should be recorded 
every half hour during this period. Important 
laboratory data should be recorded and should in- 
clude determinations of the red blood cell count, 


white blood cell count, hemoglobin (hematocrit 
and plasma protein), and urinalysis (Fig. 2). 
These observations should be repeated as indi- 
cated for a therapeutic guide. 


DRESSING PHASE 


As soon as the general condition of the patient 
permits, definitive treatment of the burned area 
is begun. The scope of this article does not include 
a discussion of this procedure except to state that 
compression dressings are applied. Details of this 
method have been reported elsewhere. 

The general supportive principles to be followed 
are those stressed in the predressing phase. 

1. Prevent contamination of the wound. We ad- 
here strongly to the aseptic technique in the de- 
finitive treatment of the wound. 

2. Continue shock therapy. 

3. Record clinicolaboratory data. During the 
dressing period determinations of the pulse, res- 
pirations, and blood pressure should be recorded 
every 15 minutes. When indicated, hemoglobin 
determinations should be made and recorded 
every hour. Temperature determinations should 
be recorded every hour. 

4. Continue antibiotic therapy. 
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POSTDRESSING PHASE 

Since no further care of the wounds is necessary 
for a long period of time, the main problems are 
concerned with the treatment of the patient’s 
general condition. There are many fundamental 
principles to follow, of which only the most im- 
portant are mentioned. 

1. Bed rest. Any patient with a burn involving 
15 per cent or more of his body should remain in 
bed in a position of comfort with proper position 
and elevation of the involved extremities. When 
the lower extremities are uninvolved, and after we 
are assured of a relatively normal physiological 
state, we permit selected patients to walk about 
the hospital wards. 

2. Sedation. After the burns have received de- 
finitive therapy, pain is not a difficult problem to 
control. Usually small doses of morphine or even 
codeine will check local discomfort. Demerol has 
been used to control pain. Seconal or nembutal 
may be administered for restlessness or insomnia. 

3. Record clinicolaboratory data. This record is 
the therapeutic guide, for without these observa- 
tions the clinician treats the patient blindly. 

Determinations of the temperature, pulse, res- 
pirations, and blood pressure are recorded every 
half hour during the first 24 hours and every 2 to 
4 hours thereafter. 

Hemoglobin (hematocrit and plasma protein) 
determinations should be recorded every 2 to 4 
hours, as necessary, during the first 72 hours. 

Complete blood cell counts and the urinalysis 
should be recorded every day for 6 days and 
more frequently if indicated. _ 

A chart showing the total fluid intake and out- 
put per day is a valuable clinical method to deter- 
mine the state of fluid balance. 

4. Continue the prevention and treatment of ther- 
mal shock. In this postdressing phase, thermal 
shock is one of the most serious complications. A 
low systolic pressure associated with hemoglobin- 
emia and hemoglobinuria may result in azotemia, 
oliguria, and even anuria. The maintenance of 
normal blood volume and control of the electro- 
lyte and fluid balances are the most important 
factors in this period of the treatment. The 
“shocked kidney” will not function well if over- 
burdened by excess water in the vascular system. 
This point is better understood when oliguria and 
anuria become manifest. Recent observations 
suggest that continuous gastric lavage may aid in 
combating azotemia, transient oliguria, and even 
anuria. 

During the early part of this phase in therapy 
vigorous treatment of thermal shock is indicated 
in the seriously burned patient. The controlled ad- 


INTERNATIONAL ABSTRACTS OF SURGERY 


CINCINNATI GENERAL HOSPITAL 
BURN CHART 


RELATIVE SKIN AREAS AFTER BERKOW 


ADULT 


Head 6% 


Posterior Surface 
of Trunk 
18% 


Total Surface 
Both Arms and Forearms 
13% % 


Anterior Surface 
of Trunk 20% 


Total Surface 
Both Hands 
4%% 


Total Surface of Both Thighs 
1 


Total Surface of Both Legs 
= 1 


Total Surface of Both Feet 


6% 


ADULTS (Berkow) CHILDREN, areas may be computed as below: 


Trunk 889% plus half of (12 minus age) 
Lower Extrem. .. .... Complete Lower Extrem. .... 88% minus twice (12 minus age) 
Head .... Complete cue. 6% plus (12 minus age) 

Upper Extrem. .................. Complete Upper Extrem. ...................... 18% plus half of (12 minus age) 


Degree of Burn estimated at time of injury. Degree of Burn by final analysis 


ist (Brown ] 
2nd 
3rd 
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Laboratory data: 


Plasma Protein 


Blood Chloride 


Lipocrit 


Prothrombin Time 


Icteric Index 


Cholesterol 


Sulfon, Level 


Miscellan. 


Urine 


Sp. Gr. 


Albumin 


Sugar 


Acetone 


Microscopic 


Definitive Treatment 


Elapsed Time 


A. Before cleansing................ Date. 


B. After cleansing.................. 


C. At initial d 


D. Subsequent culture 
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ministration of plasma, serum, electrolyte fluid, 
and vitamins, particularly B complex, is indicated 
to repel thermal shock. 

5. Continue antibiotic therapy. Penicillin and 
streptomycin are administered as outlined for a 
minimum of 7 days or longer, if indicated. 

6. Adequate nursing care. There are few patients 
who require more constant expert care and ob- 
servation by the nurse than those suffering from a 
burn. Before World War II many hospitals had 
available graduate nurses who were well trained in 
nursing burned patients. However, the present 
nursing shortage jeopardizes the treatment of 
these patients. The solution to this problem has 
not yet been answered, but it may be hoped that 
well trained practical nurses may fill this need. 

7. Diet. As soon as tolerated, a high calorie, 
high vitamin, high protein diet should be given 
by mouth. The surgeon’s responsibility does not 
stop with the mere diet order, but he must be 
assured that the patient utilizes such a diet. 
Vomiting, abdominal distention, and diarrhea 
must be investigated and corrected. When occa- 
sions demand, feeding must be done by gastric 
gavage. 

8. Record oral fluid intake. Water and other 
palatable liquids can usually be given by mouth 
early in the postdressing phase. In a majority of 
cases fluid balance may be maintained by the oral 
route alone. The exact intake per day should be 
recorded. 

g. Record urinary output. The urinary output 
per hour and per day is the best index of kidney 
function and is a rough guide as to the state of 
fluid balance. For these reasons constant urinary 
drainage should be established in all patients un- 
less contraindicated. Furthermore, bladder drain- 
age per catheter manages the problem of micturi- 
tion and the contamination of dressings about the 
pubes and perineal regions. Moreover, urinalysis 
can be done when desired and in some cases spe- 
cific gravity determinations may afford an early 
index to kidney function. 

10. Management of excreta. The management of 
excreta may be difficult in cases of burns about 
the genitalia, buttocks, and thigh. Urine can eas- 
ily be diverted to a floor bottle by means of an 
indwelling bladder catheter, but fecal material is 
not so easily controlled. Protection of the dress- 
ings in this region with oiled silk or cellophane is 
of utmost importance. Diminution of peristaltic 
activity by means of lead and opium tablets (1 gr. 
twice daily) in conjunction with enemas affords 
the best results in our clinic. The perineum and 
anus should be cleansed carefully after each 
bowel movement. 


11. Special laboratory tests. When signs of liver 
or kidney damage become manifest, special labor- 
atory determinations should be made to evaluate 
the pathological state. In some instances large 
samples of blood may be required and only per- 
tinent tests should be requested. Blood analyses 
for liver and kidney damage are the ones com- 
monly studied. 

- Roentgenograms may be indicated to determine 
pulmonic involvement as well as gastrointestinal 
pathology. The time and place for such examina- 
tion must be at the discretion of the clinician. 

Special blood volume studies using Evans blue 
dye (T-1824) may be indicated in both early and 
late stages of treatment. The true picture of 
anemia and hypoproteinemia may then be evalu- 
ated and proper therapy instituted. 

12. Prevention and treatment of complications. 
Prevention of the early complication in the burned 
patient may far exceed the value of treatment 
should such an occurrence arise. Thus, if there is 
evidence of ocular damage on hospital admission, 
immediate ophthalmologic consultation should 
afford the best type of therapy. 

Again, in upper respiratory tract injury by 
flame, fume, or smoke, the rhinolaryngologist and 
internist, in conjunction with the surgeon, should 
institute the correct procedures to be followed. If 
there is marked laryngeal edema, oxygen therapy 
should be administered, and if respiratory em- 
barrassment and cyanosis are not relieved, tra- 
cheotomy should be done. Pneumonia may be 
prevented by routine deep breathing exercises and 
constant turning of the patient from side to side 
in bed. Once a diagnosis of pneumonia has been 
established by clinical examination and roentgen- 
ograms, sulfadiazine should be given in order to 
maintain a blood level of between 6 and 12 mgm. 
per cent. 

Kidney complications, such as transient oliguria 
and even anuria, should be treated without delay. 
Therapy to prevent such complications was dis- 
cussed under the treatment of shock. When they 
are present, however, the normal blood volume 
should be maintained, but extreme care must be 
exercised not to load the vascular system exces- 
sively with water. Correction of azotemia by con- 
tinuous gastric lavage may aid in relieving oli- 
guria or anuria. 

Peripheral circulatory collapse (thermal shock) 
has been discussed and proper therapeutic meas- 
ures have been outlined to prevent and treat this 
complication. 

Disturbance in the metabolism of electrolyte, 
carbohydrate, and protein is usually seen in the 
patients with large open wounds. Although each 
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condition may be corrected by proper physiologi- 
cal approach, closure of the open wound by early 
grafting of skin will permanently adjust these 
metabolic disturbances to a normal state. 

Hyperpyrexia may be a serious complication in 
the patient with a burn. The exact origin of this 
condition may not be determined in any given 
case, but commonly the extensive involvement of 
the skin, together with its coverage by dressings, 
inhibits this structure from radiating heat. Some 
observers believe hyperpyrexia is of cerebral ori- 
gin. In any event active measures should be 
started immediately to bring temperatures above 
41°C. to a lower level. Air-cooling the room, re- 
moval of all linens over the patient, cold alcohol 
baths, and ice packs to uninvolved parts of the 
body are a few of the methods to be tried. In 
some instances we have even removed the dress- 
ings to augment the project. Some patients will 
fail to respond and death may follow with termin- 
al temperatures of from 42 to 43°C. 

Acute anemia may be seen from the second to 
fourth day after injury. It has been noted im- 
mediately after stabilization of the hematocrit 
within its normal range. Correction of this situa- 
tion is best done by immediate and repeated 
transfusions of whole blood. Stimulation of the 
bone marrow may be helpful. 

Gastrointestinal ulceration (Curling’s ulcer) has 
been associated with burns since Curling’s classi- 
cal description (5) of such a lesion in 1842. Har- 
kins (6) discussed this syndrome by collecting and 
analyzing the reported cases in the literature. 
Duodenal ulcers are more frequently encountered 
than gastric ulcers. The exact etiology is un- 
known, but evidence points to increased gastric 
acidity and diminished duodenal, biliary, and 
pancreatic secretions. When the diagnosis has 
been made, conservative ulcer treatment has been 
followed. 

Liver necrosis has not been reported so fre- 
quently since tannic acid poisoning was shown to 
be the major factor in the production of this com- 
plication. Some reports indicate that focal liver 
necrosis has occurred when tannic acid was not 
applied to the burn. 

Of the late complications, chronic anemia is 
usually seen in the patients with large granu- 
lating wounds which persist for many weeks with- 
out coverage. The low grade infection and the 
electrolyte and nitrogen loss from such wounds 
apparently affect the nutritional state of the bone 
marrow, and anemia persists. Temporary im- 
provement follows the administration of whole 


blood, but closure of the open wound permanently 
effects a cure. 

Malnutrition is not uncommon in children and 
young adults who, after a serious burn, develop 
psychotic disturbances and refuse to eat. Usually 
parenteral feeding and gastric gavage will correct 
this situation. However, there are some patients 
who resist all therapeutic measures. 

Thermal asthenia is the condition of marked 
weakness seen in those children, andinsome adults, 
with serious burns who barely survived the injury. 
Weakness has been noted over a period of many 
months. Directed physical exercise in addition to 
good food and fresh air will restore these patients 
to a normal state in time. 


DISCUSSION 


Time and experience have decidedly empha- 
sized the fundamental principles which should be 
followed in the treatment of burns. Continued 
application of these principles should reduce the 
morbidity and mortality rates in patients with 
serious burns. Early recognition, prevention, and 
treatment of the complications seen in burned 
patients cannot be ignored. The general principles 
and the management of various complications in 
such cases have been outlined. 
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EVALUATION OF VARIOUS OPERATIONS FOR CARCINOMA 
OF THE RIGHT COLON 


Comparative Study of 140 Cases 


E. COOPER PERSON, M.D., F.A.C.S., and EARL A. O’NEILL, M.D., New York, New York 


HE purpose of this survey was to ascer- 

tain the operation of choice for patients 

with carcinoma of the right colon. To 

that end, the cases of 140 patients ad- 
mitted to the Surgical Service of the New York 
Hospital during the 10)4 year period from October, 
1936 to May, 1947 have been reviewed, and the 
details are presented here. 

In general, this article follows in form the clear 
and comprehensive report of Ransom, published 
in 1939, and it is hoped that other writers will con- 
form to this pattern so as to facilitate future col- 
lective reviews of this important subject. No 
claim is made as to the statistical significance of 
this report inasmuch as several methods of treat- 
ment are represented, no one of which was em- 
ployed in a large series of cases. Only after material 
from several clinics has been amassed will the 
cardinal principles of treatment be delineated. 


REVIEW OF OPERATIVE METHODS NOW IN USE 


The present pattern for radical extirpation of 
malignant lesions of the right colon was established 
by Friedrich in 1904. Previously, resection of the 
colon had been segmental and consisted of re- 
moval of the tumor-bearing area only, followed by 
an immediate end-to-end anastomosis. As experi- 
ence showed that patients survived this type of 
operation only to die of a recurrence, Friedrich’s 
method of resecting more bowel and removing the 
adjacent lymph nodes became generally accepted. 
In 1931 Cheever summarized the rationale of this 
procedure. He emphasized the importance of rad- 
ical excision of a larger segment of colon and of the 
neighboring lymph nodes to increase the margin 
of safety, and made three important observations; 
namely, that by utilizing the rich blood supply of 
the terminal ileum the liability of necrosis of the 
suture line was diminished; that, as the proximal 
portion of the colon is incompletely covered by 
peritoneum, it is less suitable for anastomosis; and 
that this operation is relatively easy to perform. 

It is now generally agreed that the Friedrich ap- 
proach for the removal of lesions of the right colon 


From the Department of Surgery, New York Hospital-Cornell 
Medical Center, New York, New York. 


is the procedure of choice. However, agreement 
has not been reached as to the best means of ac- 
complishing this end safely and expediently, and 
of restoring the continuity of the bowel. Though 
one method or another may be favored theoreti- 
cally, it must be realized that no one surgical pro- 
cedure can be applied universally. Cheever ably 
expresses this when he states: “Even were it de- 
sirable, it certainly is not possible completely to 
standardize the treatment of any disease. Such a 
multiplicity of variable factors are involved—in 
the patient himself, in his disease, in therapeutic 
measures, and in the physician who applies them 
—that any attempt at actual standardization is 
fallacious and unlikely to prepare the physician to 
meet an unusual and unforeseen situation when it 
arises.” 

Multiple-stage operation. Operation in multi- 
ple stages has been practiced most widely at the 
Lahey Clinic. Lahey believes that the large bowel 
does not lend itself to suture and that the multiple- 
stage method eliminates dangers of leakage and 
contamination. Others—notably Carter, Slattery 
and Hahn, and Patterson and Webb—also have 
favored the technique of preliminary exterioriza- 
tion of the segment of bowel containing the tumor, 
removal of this segment with the application of 
clamps to the spur, and, finally, closure of the 
residual stoma. 

The disadvantages of multiple-stage operation 
have been repeatedly recorded. They include the 
long period of hospitalization, the excoriating ileal 
discharge, the higher degree of infection of the 
wound, and the increased incidence of postop- 
erative hernia. The method is also limited—as 
pointed out by Sistrunk—in cases in which the 
mesentery of the colon is short and difficult to 
mobilize, as well as in large, adherent growths 
with infection, perforation, or obstruction. Ac- 
cording to Rankin, the Mikulicz procedure should 
be abandoned because it is associated with recur- 
rence in the abdominal wall in 12 per cent of cases. 

Advocates of the two-stage operation, in which 
a preliminary ileocolostomy is followed in from 
10 to 14 days by resection, include Pemberton and 
Whittaker, Dixon and Priestley, Ransom, Allen. 
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and Rankin. The advantages claimed for the pre- 
liminary ileocolostomy are a lowered mortality 
rate with increased operability, reduction in the 
severity of operative shock because of the auto- 
vaccination which follows the preliminary pro- 
cedure, and, finally, the smaller amount of manip- 
ulation carried out at any one time. 

One-stage operation. While all factors must be 
considered in a controversy of this magnitude and 
no one procedure can be dogmatically recom- 
mended, we believe that the results of a one-stage 
operation are superior. Actually, success in the 
management of resected cases, whatever the meth- 
od employed, parallels to some extent the progress 
in overcoming surgical infections. If a simplified 
technique lessens or overcomes the danger of in- 
fection, it is in most cases the procedure of choice. 

The trend among surgeons is now toward opera- 
tion in one stage, as pointed out by Mayo and 
Schlicke, Harvey, Andrews, Cheever, MacFee, 
Rankin, and White and Amendola. The advan- 
tages of a one-stage procedure are many. The op- 
eration is technically easier for the surgeon is un- 
hampered by adhesions resulting from a previous 
operation. The patient is subjected to only one 
operation and anesthesia, and the morbidity, hos- 
pitalization, and mortality are, therefore, re- 
duced. It is the authors’ belief that the one-stage 
operation is followed by a smoother convalescence, 
and that it decreases the hazard associated with 
leaving the malignant tumor in the body a longer 
time. It is rarely possible to carry out the two- 
stage procedure within the time of 10 to 14 days. 

Methods of restoring continuity of the bowel. In 
the present series of cases, the continuity of the 
bowel was restored by several different methods: 
end-to-end, end-to-side, and side-to-side anasto- 
moses. Each method has its advocates in the De- 
partment of Surgery of the New York Hospital, 
as well as elsewhere. It is generally true that such 
success as he may have achieved is attributed by 
each advocate to some particular measure which 
he has devised or favored. This is the situation in 
- regard to the authors, for though they did not de- 

vise the procedure to be described, they have 
favored it and it has yielded good results in their 
hands. The comparative analysis was undertaken 
to confirm their belief that the method has ad- 
vantages to offer; however, it is realized that the 
number of cases is too small to be of sufficient 
statistical importance to weigh against other pro- 
cedures. There is no one method to be rigidly 
adhered to, nor one particular suture to be used. 
' Anastomosis of the bowel, with and without the 
aid of special clamps, has been described by Rank- 
in and others in detail. We are inclined to agree 
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with MacFee that no simpler or more satisfactory 
method has been advocated than that employing 
suture over an ordinary Kocher clamp, as pre- 
sented by Scarf and first worked out experimental- 
ly by Halsted. The accompanying illustrations 
(F igs. 1 and 2) follow closely the steps of Scarf’s 
method, and offer nothing new in aseptic intestinal 
anastomosis, but they show how it can be applied 
to segments of bowel of varying diameter. The 
clamps illustrated differ from those used by Scarf 
in only one respect: the jaws are calibrated to fa- 
cilitate the measurement of bowel of widely differ- 
ing diameters for anastomosis. 

The success of an anastomosis, by whatever 
method, depends on close observance of the funda- 
mental principles of intestinal surgery. These are 
defined by Whipple as (1) the maintenance of an 
adequate blood supply to the zone of anastomosis 
by the careful preservation of the blood vessels in 
the mesentery supplying the zone; (2) the placing 
of an accurate seromuscular suture to provide an 
adequate apposition of peritoneum on either side 
of the suture line, and (3) the prevention of tension 
on the suture line, with its accompanying tissue 
necrosis, by keeping the proximal segment of bowel 
empty of gas and fecal content. 

Technique of one-stage end-to-end ileocolostomy. 
This is shown in Figures 1 and 2. The abdomen is 
usually opened by a right rectus muscle-splitting 
incision, and an immediate effort is made to de- 
termine the presence of metastasis in the liver and 
the extent of lymph node involvement. However, 
if the lymph nodes are found to be enlarged, this 
should not deter the surgeon from performing a 
radical procedure. Determination of the nature of 
the enlargement — whether inflammatory or malig- 
nant—rests with the pathologist. The tumor is 
examined for mobility, extension, and size. The 
entire colon is then examined in order to deter- 
mine whether other tumors are present. 

The cecum and ascending colon are elevated, 
retracted mesially, and mobilized by incising the 
lateral peritoneal reflection. This maneuver dis- 
closes the retroperitoneal portion of the duodenum 
and right ureter. The mobilized segment of the 
right colon is placed outside the peritoneal cavity 
and walled off with pads. A wide segment of 
mesentery is resected to remove the lymph vessels 
and nodes draining this region. The wide resec- 
tion of the mesentery is carried out before the ap- 
plication of clamps to the bowel.! 

1The risks of immediate clamping, as pointed out by MacFee, 
are: (1) a tendency to use the clamps as retractors, with subse- 
quent tearing; (2) reluctance to change the primary site selected 
for division and anastomosis once the clamps have been applied, 


and (3) the circulation of the bowel may be compromised beyond 
the points anticipated. 
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The mesentery immediately adjacent to the 
transverse colon is meticulously cleaned and two 
calibrated Kocher clamps are closely applied in an 
oblique fashion (Fig. 1, 7 and 2). As emphasized 
by Lockhart-Mummery, division of the bowel in 
this manner insures an adequate blood supply to 
its entire circumference. 

The site for the resection of the ileum is selected, 
about 15 cm. from the ileocecal valve. The mesen- 
tery of the ileum is carefully cleaned in proximity 
to the point of approach of a large vessel in the 
mesentery. The two calibrated Kocher clamps are 
applied in an oblique manner in order to compen- 
sate for the disparity in size between the ileum 
and the transverse colon. (Fig. 2, 2) Since the 
diameter of the transverse colon is measured by 
the calibrated clamps, application of the clamps 
to the ileum, at whatever angle is necessary for the 
end-to-end union of the segments, is simplified. 

Actual division of the bowel between the clamps 
is carried out by the use of the phenol knife (Fig. 
1, 3). All redundant bowel is removed flush with 
the blade of the clamps. 

The clamps are then approximated. Lembert 
sutures of fine black silk (threaded upon straight 
intestinal needles) are placed in position in the 
posterior surface of the transverse colon and ileum 
(Fig. 2, 1). Lembert sutures are used in order not 
to jeopardize the blood supply at the line of anasto- 
mosis. Great care is exercised to see that each 
suture includes the submucosal layer, for upon 
this point, as shown by Halsted, depends the 
strength of the suture line. Similar sutures are 
then placed in the anterior surface of the trans- 
verse colon and ileum. (Fig. 2, 2). 

The clamps are carefully withdrawn, leaving 
the crushed ends of the bowel sealed. The sutures 


are drawn taut, approximating and inverting the | 


edges of the transverse colon and ileum (Fig. 2, 3). 
The sutures are then tied and, where necessary, 
are reinforced with additional Lembert sutures of 


fine silk (Fig. 2, 4). 

The mesocolon is approximated to the mesentery 
of the ileum with interrupted sutures of fine silk 
(Fig. 2, 5). The diaphragm at the anastomotic 
site is broken down by invaginating the finger 
through the ileum and transverse colon. 


REVIEW OF 140 CASES 


In this review of 140 cases seen at the New York 
Hospital during the 1034 year period ending in 
May, 1947, particular attention has been given to 
comparing the results of one-stage operations with 
those of two-stage procedures, and to the role 
played by chemotherapy and antibiotics in reduc- 
ing postoperative complications. 
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Included under the heading “carcinoma of the 
the right colon” are tumors of the cecum, ascend- 
ing colon, and hepatic flexure. Tumors distal to 
but not including the hepatic flexure are omitted, 
although they may have lain to the right of the 
midline. 

Of the 140 patients studied, 90 (64.5%) were 
subjected to curative and 39 (27.8%) to palliative 
procedures. In addition, there were 5 exploratory 
laparotomies for inoperable carcinoma. Six pa- 
tients, admittéd in the terminal stage of the dis- 
ease, died in the hospital without operation, the 
diagnosis in all 6 cases being confirmed at autopsy. 

The follow-up record has been quite satisfactory. 
Only 19 (13.6%) of the 140 patients failed to re- 
port postoperatively to our follow-up clinic. 

Sex and age incidence. Most published reports 
give the ratio of male to female incidence of lesions 
of the colon on the right side as 2 to 1. In our 
series there was no appreciable difference in the 
sex incidence, there being 73 males and 67 females. 

The youngest male was 24 years old and the old- 
est 81 years. There were 2 females 31 years old, 
and the oldest was 87 years. One hundred and nine 
patients (77.8%) were between 50 and 8o years 
old; 44 (31.5%) were in the sixth decade. 

Anatomical location of the lesion. The cecum 
was the site of the primary tumor in 75 cases; in 3 
of these there was also a primary separate lesion 
of the transverse colon; in 1 a sigmoid carcinoma 
and adenoma malignum of the ascending colon; in 
1 an adenoma malignum of the appendix and 
splenic flexure; and in 1 an adenocarcinoma of the 
appendix. The hepatic flexure was the site of the 
primary tumor in 33 cases and the ascending colon 
in 31, and 1 patient had separate lesions in the 
ascending colon and the hepatic flexure. 

No reason can be given for the higher incidence 
in the cecum as compared with the other areas of 
the right colon, but this is the general finding. 
Perhaps a combination of factors, such as stasis in 
a terminal segment, irritation by small bowel se- 
cretions, and greater mobility, are contributory. 

Symptomatology. Rankin claims that patients 
with carcinoma of the right side of the colon can 
be divided into 3 groups: (1) the dyspeptic group, 
usually with advanced disease and symptoms of 
altered bowel function, pain, nausea and vomit- 
ing, and distention; (2) the anemic group, in which 
the symptoms of lassitude and weakness stem 
from an invisible loss of blood; and (3) the 
tumefaction group, in which the patients acci- 
dentally discover an abdominal mass and are 
thereby motivated to consult a physician. Rankin 
suggests that the anemia of the second group is 
due to perverted function of the mucous mem- 
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Fig. 1. 1, The right colon has been exposed 
right rectus muscle-splitting incision and mobilized. Plac- 
ing calibrated Kocher clamp on midtransverse colon. 2, 
Placing clamp on ileum in an = manner. 3, Dividing 
colon and ileum with phenol knife. Redundant bowel is 
removed flush with blade of the clamps. 


brane of the large intestine which allows toxins to 
be absorbed, and he implies that these toxins de- 
press the bone marrow activity. A study of our 
cases shows that there is too much overlapping of 
symptoms to permit pigeon-holing them into one 
or another of Rankin’s groups. 

Pain was the most common complaint in the 
present series, occurring as the dominant symptom 
in 118 (84.3%) of the cases. The pain was most 
often colicky and located in the lower abdomen 
(59 cases). In 55 cases, however, it was steady 
and localized in the right lower quadrant, thus 
leading some patients to suspect that they had 
appendicitis. Indeed, 2 cases were so diagnosed 
and the patients were explored and found to have 
cancer of the colon. Another patient had a lapar- 
otomy for what was thought to be appendicitis in 
another hospital 4 months before admission to the 
New York Hospital where a right hemicolectomy 
was performed. In 4 of our cases the pain was a 
vague abdominal soreness. 

Nausea and vomiting (52 cases) and gas and dis- 
tention (38 cases) were other common complaints. 


Fig. 2. z, Clamps approximated. Placing posterior line 
of Lembert sutures of fine silk in transverse colon and 
ileum. 2, Placing anterior line of sutures. 3, Clamps with- 
drawn, leaving crushed ends of bowel sealed. Drawing 
sutures taut, approximating and inverting edges of trans- 
verse colon and ileum. 4, Sutures tied; placing reinforcing 
sutures of fine silk. 5, Anastomosis completed. 


These symptoms existed in all 24 cases with in- 
testinal obstruction in the series, but they were 
also present in many cases without evidence of 
ileus. Symptoms of obstruction are less prevalent 
with malignant tumors of the right than of the 
left colon because, on the right side, the feces are 
more fluid and the lumen of the bowel is larger and 
therefore less likely to be stenosed by the tumor. 
Burgess reports 480 cases of colonic carcinoma of 
which 35.6 per cent were acutely obstructed; of 
these obstructed cases, 13.2 per cent presented the 
carcinoma on the right, and 86.7 per cent on the 
left, side. Koch observed ileus in 23.6 per cent of 
the patients with lesions on the right side and in 
86.7 per cent with lesions on the left side. In our 
24 cases with obstruction (17.1 per cent), the ob- 
struction varied in degree from mild to acute. 

Anorexia was present in 28 of our cases. 

Only 30 of our patients had observed bloody 
stools prior to admission, but examination of the 
stools in 110 cases showed 89 (80.9%) to be posi- 
tive for blood. It would appear from this that 
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only a minority of patients will give a history of 
bleeding from the alimentary tract; hence the im- 
portance of routine stool analyses in all patients 
with gastrointestinal disorders. The presence of 
blood in the stool should always challenge the 
physician to prove that carcinoma is present. In 
other words, it should be his endeavor not to 
“rule out” cancer but to establish its presence. 
Assuming this attitude, his search is likely to be 
more exhaustive. 

Just as a change in the character of a patient’s 
digestion is important in diagnosing gastric can- 
cer, so is a change in bowel habit a cardinal point 
in the diagnosis of a lesion of the large bowel. In- 
creasing constipation (present in 45 of our cases), 
episodes of diarrhea (33 cases), or combinations of 
both (7 cases) demand digital rectal examination, 
proctoscopic examination, and roentgenological 
visualization of the colon by means of a barium 
enema. This last means of diagnosis is reliable and 
the Radiology Department of the New York Hos- 
pital has employed it with great success, for of 100 
patients examined a lesion was detected in 91. In 
g patients reported to be negative, a lesion was 
found to be present. Operation in these 9 cases 
was done for the following reasons: a palpable 
mass (4), unexplained melena (2), a sloughing 
tumor of the bladder due to secondary carcinoma 
(1), cramping pain in the right lower quadrant (1), 
and melena and signs of oman ly 

As might be expected, few patients (15, or 11%) 
have noticed a change in the caliber of the stool. 
Nevertheless, this sign, although more character- 
istic of lesions on the left side, should not be over- 
looked in the history. 

Weight loss in this form of cancer is common 
and often profound. While the statements of our 
patients as to the amounts lost were in many in- 
stances open to question, the weight loss was suf- 
ficient to be unmistakable. The average number 
of pounds in the 97 patients who gave a definite 
figure was 17; 10 patients claimed an indefinite 
loss and 21 had lost no weight, and in 12 cases the 
information was lacking in the charts. — 

Regarding the duration of symptoms, from the 
time they were first noted until the first visit to the 
physician who made the diagnosis, 51 patients 
(36%) were seen within 3 months after symptoms 
were observed, 91 (65%) within 6 months, and 
122 (87%) within 1 year. Ten patients were seen 
in 1 to 3 years, and 6, more than 3 years after 
symptoms were first noted. The average duration 
of symptoms in our survey was 8.9 months. With 
the increase in cancer publicity, periodic physical 
examinations, and diagnostic clinics, and the wide- 
spread use of the newer diagnostic methods by 
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members of the medical profession, there should 
be a definite reduction in the interval between the 
detection of symptoms and the making of an ac- 
curate diagnosis, and statistics in this regard 
should reflect the effect of cancer education. 

Physical examination. The predominant find- 
ing was an abdominal mass. A tumor was palpa- 
ble in 95 (67.8%) of the patients, and in 3 of these 
there were fistulous tracts to the skin in the right 
lower quadrant. 

In this elderly group one would expect cardio- 
vascular disorders, and these complicated a con- 
siderable number of cases. Twenty-three patients 
had generalized arteriosclerosis, 15 had arterio- 
sclerotic heart disease, 14 hypertensive cardi- 
ovascular disease, 5 hypertension, 5 coronary 
artery disease, and others had congestive heart 
failure, rheumatic heart disease, and paroxysmal 
tachycardia. Of the 75 male patients, 15 had be- 
nign prostatic hypertrophy. Ten patients had 
stones in the gall bladder, and 6 of these gave a 
past history of cholecystitis. 

Blood studies. In 1913, W. J. Mayo called at- 
tention to the profound anemias that accompany 
carcinomas of the colon on the right side. Alvarez 
et al. logically deduced that these anemias are due 
to the slow oozing of blood from the surface of an 
ulcerating carcinoma and showed a relationship 
between the degree of anemia and the surface area 
of the tumor. Because of the relatively wide di- 
ameter of the cecum and ascending colon, these 
tumors can become large and ulcerative before 
giving rise to obstructive symptoms. A much 
smaller lesion in the left colon will obstruct the 
lumen before it becomes the source of protracted 
bleeding. 

In our series, the average hemoglobin for 138 
patients whose blood was examined was 10.9 gm., 
with a high of 16.0 gm. and a low of 3.5 gm. The 
red blood cell count varied from 5.7 to 1.9 million, 
with an average of 4.1 million. The white blood 
cells varied from 28,000 to 1,100, averaging 9,800. 
These figures are similar to those of Abell and of 
Karsner and Clark whose patients with lesions on 
the right had an average hemoglobin of 10.8 gm. 

Treatment in 140 cases. Table I shows the op- 
erability of our 140 cases. In 11 cases (7.7%) the 
lesion was inoperable; 39 patients (27.8%) had 
palliative procedures, and go (64.5%) had cura- 
tive operations. 

The 12 two-stage curative procedures were per- 
formed for carcinoma of the cecum (4 cases), of 
the ascending colon (4 cases), and of the hepatic 
flexure (4 cases). The resection was combined 
with a closed anastomosis in 2 cases and with an 
open anastomosis in 9; the twelfth case was a 
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Mikulicz exteriorization. In all patients there was 
a palpable mass, and in 7 there were signs of ob- 
struction. All save 2 were subjected to ileotrans- 
verse colostomy at the first stage; 1 of these had 
an ileostomy at the first operation followed by re- 
section of the colon and ileotransverse colostomy; 
the other had the Mikulicz procedure. 

Pathology. The tumors which were removed at 
operation, biopsied, or examined at autopsy were 
described, when possible, according to their gross 
appearance, histological type, local extension and 
lymph node involvement, and distant metastases. 

Information regarding gross characteristics was 
found on 105 charts; the carcinomas were tabu- 
lated according to their polypoid, fungating, cica- 
trizing, or ulcerative nature. 


Combinations of above, with fungating, ulcerative car- 
cinoma predominating 
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The histological character of the tumor was re- 
corded in 116 cases. They were all adenocar- 
cinomas. Twenty-four (20.5%) were character- 
ized by such an excessive production of mucus that 
they could be subdivided into a group frequently 
known as “‘colloid carcinoma.” This is quite simi- 
lar to the ratio (26.5%) of colloid carcinomas of 
the cecum and ascending colon reported by Ran- 
kin and Chumley. In these colloid carcinomas 
there were large pools of mucus in the stroma and 
in the muscles of the intestinal wall. This confined 
secretion frequently appeared to have brought 
about atrophy of the tumor cells by its pressure. 
The more common adenocarcinomas also fre- 
quently produced mucus, but never to this extent. 
Here the tumor cells formed rather large glands 
lined by tall and unusually solid columnar epi- 
thelial cells. Four of the tumors somewhat re- 
sembled carcinoids, although their clinical char- 
acteristics were those of the more malignant neo- 
plasm. In another case the tumor had a still 
more unusual appearance, being composed of 
numerous small acini scattered through a scanty 
stroma. 

Of the go patients who were thought to have 
resectable lesions at operation, 73 had simple 
adenocarcinoma; of these, 20 are dead, 5 could 
not be followed up, and 48 are living—41 (54%) 
being well and 7 with disease. Seventeen patients 
had colloid adenocarcinoma; of these, 4 are dead, 

could not be followed up, and 10 are living—9g 
(52%) being well and 1 with disease. These fig- 
ures are too small to be significant. The percent- 
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TABLE I.—OPERABILITY OF 140 CASES 


Treatment Cases Per cent 

Lesion inoperable Ir 7-7 
No operation 6 4.2 
Exploratory laparotomy 5 3-5 

Palliative operations 39 27.8 
lleocolostomy (no resection)° 30 21.5 
One-stage closed resection! 6 4.2 
One-stage open resection 3 2.1 

Curative operations 90 64.5 
One-stage closed resection 39 27.8 
One-stage open resection 39 27.8 
Two-stage closed resection 2 1.6 
Two-stage open resection 9 6.4 
Mikulicz (two-stage exteriorization)| 1 °.9 

140 100.0 


“Closed” refers to aseptic anastomosis. 


age of those living and well who had simple adeno- 
carcinoma and who had colloid adenocarcinoma is 
practically identical. 

Local extension: Lymph node involvement. Sig- 
nificant information is gleaned from a comparison 
of the degree of extension of the tumor at the 
time of operation in the resectable cases with the 
follow-up results. Of the go patients with resect- 
able tumors, 38 had involvement of the wall of 
the colon only, 28 had mural and extramural in- 
volvement, 10 mural and lymph node involve- 
ment, and 14 mural, extramural, and lymph node 
involvement. Fifty of the 90 patients (55%) are 
living and well from 1 to 10 years postoperatively; 
of these, 27 had mural involvement only, 13 mural 
and extramural involvement, 6 mural and lymph 
node involvement, and 4 mural, extramural, and 
lymph node involvement. As would be expected, 
the percentage of survival was greatest (68% 
living and well) in the group who had neoplastic 
tissue demonstrable only in the wall of the colon. 
Apparently the prognosis is less favorable when 
the tumor, by direct extension, has penetrated 
the bowel wall than when the regional lymph 
nodes are involved (46% and 60%, respectively, 
living and well). Least favorable prognostically 
is the occurrence of direct extension combined 
vai lymphatic involvement (28% living and 
well). 

This influence of the degree of extension upon 
the prognosis is borne out by the reports of other 
authors. Colcock in a 1o year follow-up of 337 
patients with carcinoma of the colon found that 
the patients with favorable lesions, namely, those 
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with no involvement of the adjacent tissues and 
lymph nodes, had a 64.3 per cent 5 year survival 
rate without recurrence. Of the patients with un- 
favorable lesions, that is, those in whom the ad- 
jacent lymph nodes or surrounding tissues were 
involved, only 15 per cent were living and well 
after 5 years. Colcock stresses the importance of 
recognizing also blood vessel invasion, for in a 
study of 208 patients whose new growth invaded 
the blood vessels at the time of operation only 15 
per cent were alive 5 years later. 

Seventeen (12.1%) of our patients had multiple 
malignant neoplasms which, for the most part, 
were not diagnosed until operation or biopsy. 
This comparatively high incidence of multiple 
lesions in our series seems to be more than acci- 
dental. When a careful search is made and all 
forms of tumor growth are recorded, it is found 
that the incidence of multiple tumors in one per- 
son is greater than is commonly realized. Sym- 
mers, in 215 consecutive autopsies, found tumors 
in 55; in 22 of these the tumors were of more than 
one type. Warren and Gates in 1932 found 40 in- 
stances of multiple malignancies in 1,078 cases of 
cancer autopsied—an incidence of 3.7 per cent. 
Among them was 1 case of triple malignancy. 
Their statistics showed that an individual with 
one cancer is more apt to develop a second cancer 
than he might be expected to by chance alone. 
This implies a definite predisposition or suscepti- 
bility to cancer in certain persons, or the exposure 
to some influence favoring the development of 
cancer. Tullis agrees with Warren and Gates that 
the gastrointestinal system is most frequently in- 
volved with multiple cancers, and that, with the 
possible exception of the skin, the colon leads in 
double carcinomas occurring in the same organ. 

Of our 17 patients with multiple cancers, 8 had 
multiple primary colonic lesions found at the time 
of exploration for a lesion on the right side; of 
these, 3 had associated multiple polyposis. It 
would seem, therefore, that 5 of our patients had 
multiple colonic carcinomas unassociated with be- 
nign polyposis; but whether the multiple malig- 
nancies did or did not arise from adenomatous 
polyps it is impossible to say. 

Guthrie e¢ al. suggest that the simplest way to 
classify multiple carcinomas of the colon is to di- 
vide them into (1) cases in which multiple cancers 
occur simultaneously (synchronous), and (2) cases 
in which the tumors appear at different times 
(metachronous). They report one case of each 
type. Thus divided, there are in our series 10 in- 
stances of multiple colonic cancers—8 synchronous 
and 2 metachronous. (There was 1 metachronous 
tumor of the ileum.) 
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Two of our patients had three coexistent uni- 
centric tumors. One had a primary carcinoma of 
the cecum, carcinoma of the liver, and Paget’s 
disease of the breast. The other had a primary 
cecal malignancy, Paget’s disease of the breast, 
~ an adnexal cell carcinoma of the skin of the 
ace. 

Other pathological conditions of the intestines 
were found at operation in our cases, a few of them 
of sufficient interest to warrant mention. Three 
tumors, as noted previously, were associated with 
multiple polyposis. Two cecal carcinomas were in 
patients with concomitant acute appendicitis; 
cholecystectomy was performed for acute chole- 
cystitis in 2 cases; Meckel’s diverticulum was 
found in 2 cases (1 containing pancreatic tissue) ; 
and there were 2 cases of colocolic intussusception. 

Morbidity. Of the 134 patients subjected to 
operation, 84 had no postoperative complications; 
the remaining 50 had a total of 76 complications. 
There were 14 postoperative deaths, of which 11 
were considered due to complications. Table II 
shows, for each type of operation, the complica- 
tions which followed the particular procedure, to- 
gether with data as to whether or not adequate 
therapy, i.e., generally accepted dosages of sulfa 
derivatives or penicillin, or both of these drugs, 
were given. 

It will be seen that of the 22 wound infections, 
15 (68%) occurred in patients who were not treated 
with sulfa drugs or penicillin. Two of the 4 pa- 
tients with peritonitis, and 3 of the 5 with intra- 
abdominal abscess had no such therapy. Of the 
9 patients who developed bronchopneumonia, 5 
received sulfa derivatives or penicillin. These fig- 
ures, though small, indicate that in this series 
fewer bacterial complications occurred in patients 
who had adequate chemotherapy or antibiotics. 
It is true that better results should be anticipated 
in the patients who receive such therapy, not only 
because of the antibiotic effect but because, coin- 
cident with the use of these drugs, there has been 
a better understanding of wound healing, wound 
closure, and vitamin and protein requirements, 
and these factors undoubtedly augment the bene- 
fits derived from the “wonder” drugs. 

When the same groups of complications are ex- 
amined in relation to the operative procedure, a 
more significant finding is revealed. Of the 22 
wound infections, 17 (77%) followed open types 
of intestinal anastomosis, as did all 4 cases of 
peritonitis and 4 of the 5 intra-abdominal ab- 
scesses. Again these figures, because of their small- 
ness, are not statistically significant, but it is evi- 
dent that bacterial complications have been fewer 
after closed anastomoses. 
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TABLE II.—POSTOPERATIVE COMPLICATIONS. INCIDENCE WITHOUT AND WITH 
CHEMOTHERAPY FOLLOWING DIFFERENT OPERATIONS 


Postoperative Complications 


Exploratory Without 


Laparotomy 
With 


Ileocolostomy closed 
Palliative 


Without! 


With 


Heocolostomy open Without 


Palliative 


With 


One-stage closed Without 


Palliative 
With 


One-s open Without 
Palliative 


With 


One-stage closed Without 


Curative 
With 


One-stage open Without! 


Curative 
With 


Two-stage closed Without! 


Curative 
With 


Without 


Two-stage open 
Curative 


With I 


Mikulicz two-stage Without! I 


84 | 76 | 11 22 


5 


1Transient urinary retention; slight abdominal distention; hiccough, etc. 


From Table II it will be seen that wound infec- 
tions after one-stage curative procedures without 
chemotherapy occurred in 47 per cent of patients 
who had open anastomoses as compared to 16.6 
per cent of those who had closed anastomoses. Of 
patients in this group who received chemotherapy, 
9 per cent developed wound infections following 
open anastomoses, and only 3 per cent, after closed 
anastomoses. 

Therefore, it would appear that in this series a 
closed anastomosis and supportive chemotherapy 
have been two major factors in securing a smooth 
postoperative course. 

Hospitalization period. There was a marked 
difference in the length of hospitalization after the 
various curative operations. The average number 
of total days for one-stage resection with closed 
anastomosis was 26, with an average postopera- 
tive period of 18 days. For one-stage resection 


with open anastomosis, the corresponding figures 
were 36 and 26. For two-stage resection with 
closed anastomosis, the figures were 51 total days 
and 49 postoperative days (after the first opera- 
tion), and for two-stage resection with open anas- 
tomosis, the figures were 66 and 55 days. This 
reduced period of hospitalization is one of the 
great advantages of one-stage versus two-stage 
operations; it lessens the expense to the patient 
and makes beds available for others needing hos- 
pitalization. However, economic pressure is not 
permitted to influence our plan of attack in any 
malignant lesion, and accepted surgical principles 
are never sacrificed for time or money. 
Mortality. There were 14 postoperative deaths 
among the 134 operative cases—an over-all oper- 
ative mortality of 10.4 per cent. If the palliative 
operations are excluded, the mortality rate for the 
go resectable cases (5 deaths) dropped to 5.5 per 
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TABLE IlI.—COMPLICATIONS CAUSING II POST- 
OPERATIVE DEATHS 


Complication 


Penicillin 


. Generalized carcinomatosis; 
right lower lobe atelectasis 


. Coronary thrombosis None 


Sulfa de- 
rivatives 


. Pulmonary embolism 


. Peritonitis; hemolytic 
Staphylococcus aureus None 


. Heart block; Sulfa; 
subacute myocarditis penicillin 


. Coronary occlusion Sulfa 


. Purulent peritonitis Sulfa; 
= penicillin 
curative 


. Peritonitis; intra-abdominal 
abscess, Bacillus proteus, 
nonhemolytic Streptococcus 
gamma Sulfa 


. Peritonitis; anaerobic strep. | None 


. Bilateral bronchopneumonia | None 


Two-stage 


pen 
curative 


. Subhepatic abscess; 
nonhemolytic Streptococcus 
gamma, B. lactus aerogenes | Sulfa 24 


cent, and if the analysis is further narrowed to in- 
clude only the 39 patients who had one-stage re- 
sections with closed anastomoses, the operative 
mortality was zero, whereas in the 39 cases with 
one-stage resections and open anastomoses the 
mortality rate was 12.8 per cent. 

Two patients died after exploratory laparoto- 
mies. One was 87 years old and acutely obstruct- 
ed, the other was 57 years of age with rheumatic 
heart disease and bronchopneumonia; both had 
generalized carcinomatosis. One of the 5 patients 
who had palliative ileocolostomies with open anas- 
tomoses died 11 days after operation from general- 
ized. carcinomatosis. In all but these 3 cases, 
there was evidence that a complication had caused 
the death (Table ITI). 

It is significant that following closed types of 
anastomosis there was only 1 death. The patient 
died on the eleventh postoperative day with a 
lower-lobe atelectasis on the right side. He was 75 
years old and had been subjected to a palliative 
ileotransverse colostomy for a cecal malignancy 
with direct extension and hepatic metastases. 

There were 10 deaths following operative pro- 
cedures with open types of anastomosis; 5 of these 
were possibly due to contamination of the peri- 
toneal cavity by leakage at the anastomotic site, 
as the organisms cultured were those commonly 
associated with the flora of the intestine. Three 


deaths were caused by generalized purulent peri- 
tonitis, 1 death was caused by peritonitis with an 
intra-abdominal abscess, and 1 by a subhepatic 
abscess. Of these 5 patients, 4 were regarded as 
having resectable lesions at the time of operation, 
and 3 had adequate therapy with sulfa derivatives 
or penicillin. 

Survival. Regarding the fate of the 140 patients 
in our series, irrespective of the type of operation 
performed or other influencing factors, 19 (13.5%) 
could not be followed up, 59 (42.2%) are dead, 12 
(8.6%) are living with disease, and 50 (35.7%) are 
living and well without evidence of disease. 

Interest centers chiefly in the outcome of pa- 
tients who had curative procedures, that is, op- 
erations for resectable lesions (Table IV). Of 
these go patients, 8 (8.9%) could not be followed 
up, 24 (26.7%) are dead, 8 (8.9%) are living with 
disease, and 50 (55.5%) are living and well. The 
difference in the number of patients living and 
well after one-stage resections with closed anasto- 
moses and the number living and well after one- 
stage resections with open anastomoses is slight 
(24 and 22, respectively). 

All but 4 of the patients subjected to palliative 
operations have succumbed to their disease. Three 
of the 4 are living with disease and have not been 
followed up beyond 1 year; 1 is living with disease 
in his third postoperative year. 

It is insignificant, but interesting, that of 9 pa- 
tients who had palliative resections 2 are living 
with disease, whereas of the 30 patients who had 
ileotransverse colostomy without resection of the 
tumor, only 2 are living with disease. 

One-stage aseptic end-to-end ileocolostomy. Table 
V presents an analysis of 20 unselected cases of 
carcinoma of the right colon in which a one-stage 
aseptic end-to-end ileocolostomy was carried out. 
Interest centers mainly on the complexities of the 
cases. A palpable abdominal mass, ranging in 
circumference from 3 to 12 cm., was present in 15. 
Signs and symptoms of intestinal obstruction, 
varying from mild to complete, were present in 6. 
In this series, the presence of this complication did 
not unequivocally demand a two-stage procedure, 
but called for careful supervision of hydration and 
nutrition, adequate chemotherapy, and successful 
intubation and decompression of the intestinal 
tract. 

In 5 cases, marked hypertrophy and dilatation 
of the terminal ileum was encountered at opera- 
tion. The extent of ileal involvement was in pro- 
portion to the degree of obstruction and the loca- 
tion of the lesion. Thus, obstructing cecal lesions 
resulted in a greater ileal dilatation and hyper- 
trophy than tumors elsewhere. Although the 
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TABLE IV.—FOLLOW-UP DATA IN CURATIVE OPERATIONS (90 CASES) 


Length of 


Living 


Operation follow-up 


in years 


No 
follow-up 


With 
disease 


One-stage closed resection 


8 8.0% 91.1% 


5° 


terminal ileum was hypertrophied and its lumen in 
one instance measured as much as 10 cm. in cir- 
cumference, it lent itself readily to suture without 
tearing since there was no edema or inflammatory 
reaction in the wall. 

Microscopic evidence of inflammatory reaction 
is usually present to some extent in all lesions of 
the right colon, particularly the cecum. However, 
6 cases showed gross evidence of marked infection 
or the presence of an abscess at operation. 

Six cases were complicated by (1) extension of 
the malignancy to adjacent structures or (2) struc- 
tural changes resulting from inflammatory reaction 
or perforation of the tumor. 

Whenever feasible, the adjacent structures in- 
volved were included in the radical resection of the 
right colon. In 1 instance, intimate attachment of 
the tumor to the duodenum showed no extension, 
and separation was possible. In another case, a 
cecoileal fistula at the site of the cecal lesion was 
demonstrated; this was associated with 2 ileoileal 
fistulas involving 18 to 20 cm. of the terminal 
ileum. This segment of ileum was resected prior 
to an immediate anastomosis. In a third case, ad- 
mitted as one of perforated appendix with gen- 


eralized peritonitis, exploration and drainage car- 
ried out through a McBurney incision revealed a 
perforated malignancy of the ascending colon. The 
patient survived, but developed a cutaneous fistu- 
la. Sixteen days after the primary procedure, a 
one-stage aseptic end-to-end ileocolostomy was 
successfully carried out. 

It can be seen, therefore, that one-stage aseptic 
end-to-end anastomosis was not reserved for se- 
lected cases. 

Antimicrobial agents in the form of penicillin, 
a sulfa compound, or both were administered pre- 
operatively and postoperatively in 17 of the 20 
cases. The only postoperative complication was a 
superficial wound infection which did not prolong 
the patient’s hospital stay. The preoperative 
preparation in this case was limited to 2 days and 
the patient received no chemotherapy. The aver- 
age total hospitalization was 26 days, and the 
average postoperative stay 19 days. 

There were no operative deaths. 


SUMMARY 


With the object of determining the operation of 
choice for patients with carcinoma of the right 
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TABLE V.—ONE-STAGE ASEPTIC END-TO-END 
ILEOCOLOSTOMY (20 CASES) 


Postoperative 


Location of tumor 


Cecum 


Complications 
Superficial wound infection 1 


Hepatic flexure 
Ascending colon 
Multiple sites 


Palpable mass 

Obstruction 
Moderate 
Advanced 
Complete 

Dilated ileum 
Moderate 
Advanced 


days 
owest 
Highest 
Average 26 
Postoperative days 
Lowest 9 


Tumor involvement i 
Living and well 
o-I years 


Mural only 
1-2 
Mural and extramural 2-3 
3-4 
Mural and lymph nodes Living with disease 
1-2 
Mural, extramural, nodes = 
Dad of disease 


Extension of tumor I year plus 
Dead of other 


cause 
No follow-up 


Into gastrocolic omentum 


Into lateral 
abdomina! 


Into middle colic artery I 
Into duodenum 2 
Into ileum; cecoileal fistula 1 
Cecocutaneous fistula fol- 
lowing rupture, perito- 
nitis and drainage I 7 
Inflammatory reaction 
Moderate 5 


Abscess formation I 6 


No postoperative deaths in the series. 
17 of 20 patients had chemotherapy. 


itoneum and 
I 


colon, 140 consecutive cases seen in the Depart- 
ment of Surgery of the New York Hospital in the 
10% year period ending in May, 1947 have been 
reviewed. 

Operations currently in use are briefly reviewed, 
and a method of performing one-stage aseptic end- 
to-end ileocolostomy is described and illustrated. 

In our series, 11 patients (7.7%) had inoperable 
lesions, 39 (27.8%) had palliative operations, and 
go (64.5%) had curative operations. Interest 
centers mainly in the group with resectable le- 
sions. Of the go curative procedures, 78 were one- 
stage resections, 39 with closed and 39 with open 
anastomoses; 11 were two-stage operations, 2 with 
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closed and g with open anastomoses; and there 
was 1 procedure in which a Mikulicz two-stage 
exteriorization was used. 

There were 67 females and 73 males in the series. 
Seventy-eight per cent were between 50 and 80 
years old, and 31.5 per cent were in the sixth 
decade. 

The cecum was the site of the primary tumor in 
75 cases, the remainder of the lesions being about 
equally divided between the ascending colon and 
the hepatic flexure. 

Sixty-five patients were seen within 6 months 
after symptoms were first noted, and the average 
duration of symptoms was 8.9 months. Pain was 
the dominant symptom (118 cases); this was 
most frequently colicky and located in the lower 
abdomen. Intestinal obstruction was present in 
17 per cent of the cases. Few patients reported 
bloody stools, but examination of the stools in 
most cases showed the presence of blood—a find- 
ing which should always challenge the physician 
to make an exhaustive search for cancer. An 
abdominal mass was present in 67 per cent. 

Roentgenological visualization of the colon by 
means of a barium enema is a very reliable means 
of diagnosis and should be utilized in all doubtful 
cases. 

All of the resectable tumors were adenocar- 
cinomas, 20 per cent being of the type known as 
“colloid carcinomas.” Involvement was mural 
only in 38 patients, mural and extramural in 28, 
mural with lymph node inclusion in 10, and mural, 
extramural, and lymphatic in 14. Seventeen 
(12%) had multiple malignancies. The percent- 
age of survival (68% living and well) was greatest 
in those with tumor tissue demonstrable only in 
the wall of the colon, and least favorable in the 
group with extramural extension and lymph node 
involvement (28% living and well). 

Of the 134 patients subjected to operation, 84 
had no postoperative complications; the remain- 
ing 50 had a total of 76 complications. Eleven of 
the 14 postoperative deaths were considered due 
to complications. In this series, a closed anasto- 
mosis and supportive chemotherapy were the two 
major factors in securing a smooth postoperative 
course. Of the 22 wound infections, 77 per cent 
followed open types of anastomosis, as did 4 of the 
5 intra-abdominal abscesses and all 4 cases of 
peritonitis. 

Regarding hospitalization, the average number 
of total days for one-stage resection with closed 
anastomosis was 26 and the average postoperative 
period was 18 days. For one-stage resection with 
open anastomosis, the figures were 36 and 26; 
for two-stage resection with closed anastomosis, 
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51 and 49, and for two-stage resection with open 
anastomosis, 66 and 55, respectively. 

The over-all operative mortality was 10.4 per 
cent. Excluding palliative operations, the mor- 
tality rate for the go resectable cases was 5.5 per 
cent; and further narrowing the analysis to 
include only the 39 patients who had one-stage 
resections with closed anastomoses reduces the 
operative mortality to zero. In the 39 cases with 
one-stage resections and open anastomoses the 
mortality rate was 12.8 per cent. 

Of the 90 patients who had curable operations, 
50 (55. 5%) are living and well, 8 (8.9%) are living 
with disease, 24 (26.7%) are dead, and 8 (8.9%) 
could not be followed up. 

One-stage aseptic end-to-end ileocolostomy was 
done in 20 unselected cases, 8 of which were 
complicated by extension of the tumor or by 
inflammatory reaction or perforation of the tumor. 
In only 1 case was there a postoperative complica- 
tion, a superficial wound infection. There were no 
operative deaths. 
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Fat Grafts to the Face. THomas W. STEVENSON. 
lastic & Reconstr. Surg., 1949, 4: 458. 


Fat is a most difficult body tissue to transplant 
successfully because of an unpredictable absorptive 
factor. It is soft, easily injured, net well nourished, 
of poor tensile strength, and has a low resistance to 
bacterial attack. 

Stevenson reports 3 cases in which he has at- 
tempted to correct depressions and disfigurements of 
the face by the use of fat grafts. The slow resolution 
of excessive graft creates an awkward problem. Oc- 
casionally it can be gauged just right; the tendency, 
however, is to place too much reliance on the theory 
that it is easier to remove an excess than to insert 
more graft. The author’s success hinged on a 50 per 
cent excess of graft. STEPHEN A, Zr1EMAN, M.D. 


Pathologic Anatomy of Tumors of the Parotid 
Region (Per l’anatomia patologica dei tumori della 
regione parotidea). Brunt. Lav. Inst. Anat. 
Univ. Perugia, 1949, 6: 77. 

A tumor, the size of a small hen’s egg, was removed 
from the parotid region of a 42 year old man. 

The histologic examination showed tubular and 
cystic formations of various sizes, with papillary pro- 
jections, lined with one layer of cylindrical epithelial 
cells. Here and there mucin was found in the cells. 
The cytoplasm of the cells was eosinophil and con- 
tained fine granules. The nuclei were pyknotic and 
had indented margins. 

In addition to the above mentioned tubular and 
cystic formations, the tumor contained lymphoid 
tissue within the cavities and the papillae. 

The histopathologic diagnosis of adenolymphoma 
was made. Such tumors contain both epithelial and 
lymphatic structures and therefore belong to the 
group of mixed tumors. Hamperl advanced the 
hypothesis that such formations are not of salivary, 
but of branchial, origin and he applied the term 
“oncocytoma” to them. K. Narat, M.D. 


Pathologic Anatomy of the Tumors of the Parotid 
R - The So-Called Mixed Tumors (Per 
lanatomia patologica dei tumori della regione paro- 
tidea. I cosidetti tumori misti). CARLO Brunt. Lav. 
Inst. Anat. Univ. Perugia, 1948, 7: 147. 

The author describes 4 cases of tumor. 

In the first, a tumor of the parotid region, histo- 
logic examination showed that in a stroma of pre- 
dominatingly mucohyaline character there were 
glandular tubules, close together or separated, filled 
with mucous material of secretory origin, and lined 
by cubicocylindric elements which by proliferation 
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formed compact cellular streaks continuing directly 
into a zone of myxomatous aspect. The histopatho- 
logic diagnosis was mixed tumor of the parotid region 
with cylindromatous and myxoid aspect. 

In the second case, a tumor of the submaxillary 
gland, histologic examination showed that the neo- 
plastic epithelial cells were arranged so as to form 
mostly solid cords which surrounded numerous nests 
of tissue of mucous aspect, without presenting any 
sharp dividing lines. The histopathologic diagnosis 
was mixed tumor of the submaxillary gland with 
myxomatous areas. 

In the third case, a tumor of the parotid gland, 
histologic examination showed that the neoplastic 
epithelial parenchyma, represented by tubular struc- 
tures and compact cellular streaks, passed immedi- 
ately into pseudomucous and pseudocartilaginous 
formations. The histopathologic diagnosis was 
mixed tumor of the parotid with myxochondroma- 
tous areas. 

In the fourth case, a tumor of the parotid region, 
histologic examination showed that the neoplasm 
consisted of glandular tubules excavated in epithelial 
cords which fused gradually into areas of myxochon- 
droid aspect. The histopathologic diagnosis was 
mixed tumor of the parotid region with myxochon- 
dromatous aspect. 

The opinions that have been advanced concerning 
these tumors by previous investigators are: 


One group thinks that the neoplastic cells derive 


from the endothelium, another that they derive from 
the epithelium, and still another that they are some- 
times of epithelial and sometimes of endothelial 
origin. The author discusses the interpretation of 
his 4 cases and attributes a single salivary epithelial 
origin to the cells encountered in them; some of the 
cells are capable of secreting mucous material which 
when excreted in the absence of glandular tubules 
not only disassociates the cells by its plastic power 
but also induces changes in the stroma which receives 
it, and this causes the appearance of myxochondro- 
matous nests. He thinks that the action of the 
product of the secretory activity of the parenchymal 
cells could explain satisfactorily not only the com- 
structure of the tumors located in other organs 
ut also the process of metaplasia of the stromal con- 
nective tissue elements found by other authors. 
Since this process could not be attributed to an in- 
dependent proliferation of cells of mesenchymal 
origin, and since in most cases, as in the present ones, 
there is no true mucous tissue or true cartilage, he 
concludes that in the so-called mixed tumors there is 
only one active neoplastic component, an epithelial 
one, which produces the different aspects of the 
formations. RicHarp Kemet, M.D, 
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Results of Early Treatment of Congenital Anoph- 
thalmos. S. KisKADpDEN, ALLYN J. Mc- 
DowEL., and Tep Ketser. Plastic & Reconstr. 
Surg., 1949, 4: 426. 

The authors present a conservative method of 
dilating congenitally deformed sockets with the use 
of conformers of ever-increasing size. In this man- 
ner, and in a relatively short period of time, the 
socket becomes large enough to admit a small arti- 
ficial eye. The cosmetic effect is excellent in con- 
trast to that observed in cases in which surgical 
treatment has been carried out to enlarge the socket 
and reline it with skin or conjunctiva. 

H. Merz, M.D. 


Operations for Blepharoptosis. M. I. STEcKLER. 
Arch. Ophth., Chic., 1949, 42: 283. 


The four basic surgical methods for correction of 
ptosis are (1) shortening of the lid (Kuhnt-Heisrath 
operation), (2) shortening of the levator palpebrae 
superioris muscle (Blaskovics), (3) utilization of the 
superior rectus muscle ( Motais), and (4) utilization 
of the occipitofrontalis muscle (Dransart). There are 
many modifications of these four basic operations for 
the correction of ptosis, their number indicating 
efforts to achieve a technique with constantly good 
results. 

The ophthalmologist uses one of the many pro- 
cedures for correction of the ocular muscles, whereas 
the plastic surgeon usually prefers one utilizing the 
occipitofrontalis muscle. Constantly good end re- 
sults, like those in every other routine, depend on 
frequent practice and experience. Improvement in 
techniques has continued to be made; one procedure 
(the Dickey method) offers constantly good end re- 
sults even for the occasional operator if the various 
steps are faithfully followed. 

After a review of the clinical classification of true 
ptosis the operations are discussed. 

Blaskovics operation. There is no absolute means 
of measuring in millimeters the amount of muscle to 
be shortened in order to correct a given degree of 
ptosis, but one can follow the rule that removal of 
about 2 mm. of muscle or of about 1 mm. of cartilage 
is required to correct 1 mm. of ptosis. Thus, if a 
normal width of fissure is considered about 11 mm. 
and there is a deficiency in width of about 6 mm., 12 
mm. of muscle must be removed to secure an 1m mm. 
width of fissure. 

Undercorrection is the rule, although occasionally 
overcorrection in the lateral half occurs. 

Motais operation. This is usually contraindicated 
in cases of unilateral ptosis, as there is the danger of 
producing postoperative hypotropia and diplopia. 

important criticism of this operation is the re- 
sultant notching of the upper lid, which may neces- 
sitate a graduated tarsectomy at the time of the 
original operation or later. 

The use of a fascia lata sling attached to each end 
of the tarsus and running under the superior rectus 
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muscle has come into favor in recent years (Dickey 
operation); this procedure eliminates many of the 
disadvantages of the Motais operation. 

One should note the position of the upper lid fold 
of each eye before operation, so that the new lid fold 
may be placed in its proper place at the time of 
operation. 

Contraindications to the Dickey operation for 
ptosis are (1) anesthesia of the cornea, (2) paralysis 
of the superior rectus and inferior oblique muscles of 
the affected eye, (3) neurofibromatosis, and (4) com- 
plete paralysis of the third nerve. 

The Dickey operation, although not restoring the 
normal structure, can be depended on even by the 
occasional operator and gives definitely better cos- 
metic and functional results than does utilization of 
an occipitofrontalis muscle or of other procedures. 

MicHEt M.D. 


Neurofibromatosis of the Eyelid. Max M. Kutvin. 
Am. J. Ophth., 1949, 32: 1231. 


The correction of defects resulting from neuro- 
fibromatosis (von Recklinghausen’s disease) has been 
neglected in the literature. Two cases with marked 
involvement of the eyelids are reported. 

The first case, that of a 50 year old male, presented 
complete ptosis of the left upper lid in addition to 
the generalized signs of the disease. The lid was 
large, pendulous, and tremendously thickened along 
its margin. A large mass extended from the sclera 
over the cornea. Under local anesthesia the lid was 
split in the gray line across its entire length and the 
tarsus and conjunctiva were separated from the skin 
and orbicularis. A thickened mass of tissue lying 
between was excised. A triangular piece of tarsus 
and conjunctiva with its apex in the fornix and its 
base along the lid margin was removed and the cut 
edges were united with silk sutures. The redundant 
skin was excised and a plastic correction carried out. 

Two months later a well demarcated tumor of the 
left sclera was removed without incident. Later a 
mass of the left buccal surface, presumably a neuro- 
fibroma, proved to be a mixed tumor of the salivary 
gland. Five years after the lid surgery a retroperi- 
toneal tumor was found to be a fibrosarcoma. 

The second case was that of a 30 year old male with 
generalized neurofibromatosis who had drooping of 
the left eyelid since the age of 8 years. Three sur- 
gical procedures were followed by complete ptosis. 
The lid was markedly thickened and indurated, with 
its margin three times the normal thickness. Two 
tumor masses in the left upper lid and another in the 
left temporal region had to be removed prior to cor- 
rective surgery. A new tarsal plate for the upper lid 
was made by splitting the upper lid in the gray line, 
sliding the conjunctiva and tarsal plate of the lower 
lid into the incision, and approximating the lid mar- 
gins by marginal notching. A fascia lata sling was 
later used to elevate the lid. Considerable cosmetic 
improvement followed the procedures, but possibly 
additional correction of the remaining ptosis will be 
necessary. Frank W. NEwELL, M.D. 
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Intraocular Foreign Bodies. J. P. McBripe. Am. J. 
Ophth., 1949, 32: 1255. 

This report concerns 50 consecutive cases of in- 
traocular foreign bodies encountered in civilian 
practice. The particles were magnetic in 45 cases, 
nonmagnetic in 3 cases, and questionable in the 2 
remaining cases. 

The history is important; if a patient indicates the 
possibility of injury with a flying metallic object 
roentgenograms are taken. The external eye is 
searched for evidence of a penetrating injury; transil- 
lumination may allow an iris window to be seen. The 
lens should be studied after pupillary dilatation. 
Groovings of the vitreous and isolated retinal hemor- 
rhages may be significant. —The Comberg or Sweet 
x-ray localization is used. The Berman locator is a 
valuable supplement to x-ray localization but is of 
limited usefulness with a small particle only slightly 
magnetic. 

Foreign bodies in the anterior segment are re- 
moved through the wound of entrance, if near by, or 
through the cornea. Metallic particles in the vitre- 
ous are removed through the anterior route if the 
lens is damaged. The posterior route is used to re- 
move small particles from the vitreous and for re- 
moval when the lens is clear. 

A stab wound is made through the sclera, choroid, 
and retina as close to the foreign body as possible. 
The blunt tip of the magnet is used initially and if 
there is no response, the pointed tip. If necessary the 
tip of the magnet is placed in the vitreous but this is 
avoided if possible. Scleral sutures or diathermy 
punctures are not used. 

In 19 cases normal vision without permanent 
disability resulted. Ten eyes were enucleated. Nine 
blind eyes were not removed. In 8 cases the lens was 
removed and 2 cataracts were not operated upon. 
Two patients had no central vision. 

Frank W. NEWELL, M.D. 


Talc Granulomas of the Eye. G. L. McCormick, Ww. 
L. Macautay, and G. E. Am. J. Ophth., 
1949, 32: 1252. 


Foreign body granuloma of the eye due to talcum 
powder has not been reported previously. It is 
moderately common in the abdominal cavity and 
has been found in the scalp, brain, maxillary sinus, 
neck, breast, and other regions. The case of a 32 
year old woman who had been operated upon 14 
years previously for a right convergent strabismus is 
reported. Smooth, semitranslucent, grayish tumor 
masses were found nasally and temporally at the 
sites of the previous muscle surgery. The masses were 
uneventfully excised. Microscopic study showed 
them to be composed of dense fibrous tissue, nodules 
of epitheloid cells, and a few giant cells. Small crys- 
tals resembling talc were scattered throughout the 
tumors. 

The symptoms of a talc granuloma usually occur 
in an early period following surgery but occasion- 
ally many years elapse before they appear. 

Frank W. NEwELL, M.D. 
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The Mechanism of Corneal Wound Healing. Rutn 
S. HorrMan and Paut E. Messrer. Arch. Ophth., 
1949, 42: 140. 

The first part of the present study is concerned 
with the identification of the cells involved in corneal 
growth and corneal repair; the second part deals 
with the behavior of recipient and of donor cells. 

Although a large amount of clinical and laboratory 
research has been done, little is known of the actual 
mechanism and of the cells involved in this process. 

When rabbit corneal tissue is preserved in vitro, 
the growth of stroma cells is observed to follow a 
certain pattern. There is a definite latent period be- 
fore any growth occurs and a noticeable inter- 
changeability in the form of the stroma cells as a 
result of responses to changes in environment. 

The latent period of growth can be shortened by 
low dosage irradiation; the amount of growth can be 
increased by the addition of aqueous sheep heart ex- 
tract to the tissue culture mediums. 

The cells obtained on culture of corneal tissue 
present the characteristics of fibrocytes. The stroma 
cells of the cornea are not specific for the cornea. 
They may be derived by migration from adjacent 
fibrous tissues. After entering the corneal cells, they 
conform to the lamellar arrangement, but also as- 
sume the characteristics and functions of stroma 


An attempt was made to determine the true nature 
of a corneal graft; that is, whether it heals like a 
“true” skin graft, or like a boiled bone or preserved 
cartilage “replacement” graft. 

Corneal grafts performed with donor material 
that was grown in tissue culture before operation re- 
sulted in a marked repellent reaction by the recipi- 
ent cornea to all attempts of the donor cells to grow 
into the recipient cornea. 

Examination of corneal grafts made with donor 
material frozen before operation revealed healing of 
the edges, but edema, cloudiness, opacification, 
necrosis and sloughing, and fibrous tissue replace- 
ment of the center of the graft. 

Freezing experiments revealed that stromal cells 
from normal cornea can migrate into a devitalized 
area and assume the normal metabolism of this 
area, provided the entrance of these cells into the 
area is not delayed for too long a period of time in 
passage across the wound edges. 

Application of growth extract after operation to 
grafts made with frozen donor material did not ac- 
celerate the passage of the recipient fibrocytes across 
the edges of the wound. Necrosis and scarring re- 
sulted before healing occurred. 

In summation it may be stated that cells in the 
donor cornea do not participate in the healing of a 
corneal graft; healing is performed by the cells of the 
recipient cornea; when fresh donor material is used, 
the viable cells in the fresh donor material carry on 
the metabolism in the donor tissue until they are re- 
placed by the cells of the recipient cornea, and when 
devitalized donor material is used maintenance of 
transparency of the graft depends on the rapid pas- 
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sage of the recipient cells into the donor tissue; a 
corneal graft should be classified as a “replacement” 
graft rather than as a “true” graft. 

JosHua ZUCKERMAN, M.D. 


Corneal Grafts. C. A. Pirrar. Brit. J. Ophth., 
1949, 33: 567. 

How then to improve on the existing methods of 
fixation in preventing aqueous leakage? The simplest 
method seemed to be to have something to cover the 
whole wound, slightly overlapping the cornea on 
each side and firmly fixed to the eyeball. Some non- 
irritant metal unaffected by body fluids seemed most 
suitable. The idea was to have a ring made out of 
thin sheet metal 1.5 mm. wide, of such circumference 
as to overlap the trephine cut by 0.75 mm. on each 
side, and with four arms 1.5 mm. wide to reach just 
beyond the limbus with notches cut near the ends of 
the arms for sutures tied around them to grip. The 
whole was to conform to the curvature of the cornea, 
the ends of the arms altering their curvature slightly 
as they came on to the sclera, where they were to be 
sutured, which avoided all sutures in the cornea. 

' Egg membrane between the cornea and splint as 
an extra seal against leakage was also tried, but the 
splint alone seemed to give sufficient closure. 

The original splint was modified by shortening the 
arms so that they ended over the cornea near the 
limbus. This is preferable to carrying them on to 
the sclera because: 

1. Corneas vary in diameter, and also in the 
length of the different axes. 

2. It simplifies the making of the splint accurately 
and leads to a better fit. 

3. There seems to be no contraindication to plac- 
ing sutures in the cornea well away from the wound, 
and in the author’s experience they are more easily 
and more accurately placed in the cornea than in the 
sclera with overlying conjunctiva. 

Then there is the trephine guide, which is an es- 
sential in this method. It is an exact replica of the 
splint, except that the central aperture is enlarged so 
that it will just permit the entry of the trephine. 

At operation the guide is first placed on the cornea. 
Then while it is held there, a suture is placed in the 
cornea beneath the end of each arm of the guide. 
These four sutures are tied once without completing 
the knot. This will hold the guide firmly in place. 
The trephine is then placed in the aperture in the 
guide and a cut made—perhaps one-third of the way 
through the cornea. It is then removed, and the 
guide is also removed after loosening but not undoing 
of the suture loops. The trephining is then completed 
in the usual manner. When the graft is put in place 
the splint is immediately applied, and the sutures are 
tightened over the arms and the knots completed. 
We know that the splint will exactly cover the tre- 
phine cut with an equal overlap on each side with- 
out having to fit or measure it because of the cal- 
culated association of the dimensions of the guide 
and splint. Micuet Lourrattag, M.D. 
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Melanoma of Optic Disc. Freperick C. 
CorpeEs and Micwaet J. Hocan. Am. J. Ophth., 
1949, 32: 1037. 

The authors point out that primary tumors of the 
optic disc are rare and that primary malignant 
melanomas are still more rare. 

Optic nerve tumors may occur in a number of 
conditions: in tuberous sclerosis they are single or 
multiple, and whitish or yellowish. They have a 
nodular or mulberrylike surface resembling the lo- 
calized accumulation of frog’s eggs or of tapioca 
grains. In angiomatosis retinae (Hippel-Lindau’s 
disease), an angioma of the disc may be localized and 
may appear as a sharply defined raspberrylike 
tumor. In von Recklinghausen’s disease, tumors of 
the optic nerve may also occur. Thirty-two cases 
have been reported in the literature. 

Drusen of the optic disc, and congenital and ac- 
quired cysts of the papilla may also resemble tumors. 
Gummas of the optic disc, although rare, may also 
simulate intraocular tumor. Van der Hoeve is of the 
opinion that tuberous sclerosis, multiple neurofibro- 
matosis, Hippel-Lindau’s disease, and the Struge- 
Weber syndrome are related and have the same 
underlying pathologic process. He refers to the en- 
tire group as the “phakomatoses.” 

Only 5 cases of primary malignant melanomas of 
the optic disc have been reported previously. A case 
of primary malignant melanoma of the left optic disc 
in a negro woman 52 years of age, is reported. The 
tumor arose from the tissues of the optic nerve an- 
terior to the lamina cribrosa, and extended into the 
retina inferiorly. The choroid was not affected. 

Two possible sites of origin of these malignant 
melanomas are suggested: (1) the pigment cells in 
the nerve that are derived from the retinal pigment 
(neurogenic melanoblasts), and (2) the chromoblasts 
(mesodermal melanoblasts) which grew into the 
optic nerve with the lamina cribrosa. 

JosHua ZucKERMAN, M.D. 
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A New Treatment of Acute Aero-Otitis Media. 
BaRNARD C. TrowsRIpGE. Arch. Otolar., Chic., 
1949, 50: 

A problem of growing importance in aviation 
medicine is one concerned with the treatment of 
acute aero-otitis media. 

Aero-otitis media is an acute or chronic traumatic 
inflammation of the tympanum caused by a differ- 
ence of pressure between the air in the middle ear 
and that of the surrounding atmosphere. The symp- 
toms of aero-otitis media depend on the duration, 
the frequency, and the severity of the barotrauma 
sustained. The symptoms vary from dull discomfort 
to severe pain of the ear, and from stuffiness of the 
ear to marked deafness accompanied by tinnitus and 
occasional vertigo. 

It is noted that when one is descending from an 
altitude of 5,000 feet (1.5 kilometers), at which the 
atmospheric pressure is 632.4 mm. of mercury, to 
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1,000 feet (305 meters), at which the atmospheric 
pressure is 733 mm. of mercury, a pressure difference 
of plus 100.6 mm. of mercury develops in the soft 
tissues and blood vessels of the middle ear. This pos- 
itive cellular pressure is neutralized by transudation 
and exudation of tissue fluid. 

The diagnosis of acute aero-otitis media is readily 
suggested when a history of recent flight, with pain 
occurring in the ear on descent, is elicited. The 
effect on the mucous membrane of the middle ear is 
one of a partial vacuum, resulting in vascular en- 
gorgement and eventual transudation and exudation 
of serosanguineous fluid. 

It was found that in cases in which the secretion 
was removed from the middle ear by tympanotomy- 
aspiration, the relief of the aural discomfort due to 
its accumulation was almost instantaneous. Further- 
more, the period of convalescence was shortened 
to an average of 4 days. 

Since this method of aspirating fluid from the 
tympanum permits the withdrawal of uncontaminat- 
ed secretions of the middle ear, it affords the only 
means by which the true bacteriologic state of these 
tympanic secretions can be determined. It has been 
generally accepted that in acute aero-otitis media 
the tympanic fluid is sterile. Bacteriologic studies of 
aspirated fluids have been done on blood agar and 
thioglycolate mediums and these have proved to be 
sterile. 

The author presents 7 cases of acute aero-otitis 
media in which aspiration was carried out. Normal 
ear sensation returned in an average of 4 days. Only 
2 cases required more than one aspiration. 

Joun L. DEtpu, M.D. 


Chorda Tympani Nerve Graft: Report of Fol- 
low-Up Observations 1 Year Postoperatively. 
SAMUEL RosEN. Arch. Otolar., Chic., 1949, 50: 243. 


The search for the ideal surgical procedure in the 
treatment of otosclerosis, one which will restore the 
greatest initial improvement and the greatest per- 
manent improvement in hearing, has inspired otolo- 
gists the world over for the past 70 years. The physi- 
ologic validity of creating a persistent bony fenestra 
in an ear with a good reservoir of cochlear function is 
evidenced by the large number of patients whose re- 
markable improvement has been maintained for 
periods of from 1 to 8 years. 

Investigation of patients whose improvement re- 
gressed in a few weeks or months has shown that 
failure is due to closure of the fenestra (bony or 
fibrous), or to postoperative membranous labyrinthi- 
tis. Experimental studies with monkeys have sup- 
ported these interpretations and revealed the pattern 
of bony regeneration and membranous labyrinthitis. 

From this description, it is apparent that the 
search for further improvement in fenestration oper- 
ations can be attempted from two viewpoints: reduc- 
tion in postoperative labyrinthitis and prevention of 
closure of the artificial fenestra. 

Much less attention has been given to the reduc- 
tion of labyrinthitis. Lempert has given penicillin 
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prophylactically to avert infectious inflammation. 
Shambaugh has reported earlier improvement in 
hearing, i.e., reduced inflammation of the mem- 
branous labyrinth, with the use of sea-sponge pack- 
ing to prevent blood and serum from reaching the 
cochlea. 

The author considers that reduction of inflamma- 
tion of the membranous labyrinth is of the greatest 
importance. Blood and other products of extrala- 
byrinthine inflammation, and trauma to tympanome- 
atal flap and bone extend to, and involve, the mem- 
branous labyrinth with depression of cochlear func- 
tion. No matter how perfectly the fenestration 
operation is performed, if the membranous laby- 
rinth becomes irreversibly and severely inflamed, 
poor hearing or total deafness may result, even 
though the fenestra remains wide open permanently. 
The membranous labyrinth and organ of Corti must 
be protected to the utmost because the present 
technique makes it necessary to cover the fenestra 
with a traumatized and inflamed tympanomeatal 
membrane. 

Consequently a search was made for a suitable 
protective covering to separate the membranous 
labyrinth from the traumatized flap. A technique 
was evolved for using the chorda tympani nerve 
(which is exposed during the operation) as a pedicle 
graft to cover the membranous labyrinth and shield 
it from direct contact with the traumatized flap 
which serves as the tympanomeatal membrane. The 
first part of the operation is performed in the stand- 
ard manner described by Lempert. Before the 
fenestra is made, the chorda tympani nerve is pulled 
out of its bony canal from its proximal attachment 
to the facial nerve. As soon as the fenestra is com- 
pleted, the chorda is folded in a loop and laid over 
the long axis of the fenestra. None of the patients 
subjected to this procedure has experienced loss in 
the sense of taste. 

Five patients have had a complete year of post- 
operative follow-up. All 5 patients are greatly 
pleased with their improvement, and each has had 
complete remission of the physiologic symptoms 
commonly associated with profound deafness. 

The main observations in this series may be briefly 
summarized as (1) earlier postoperative recovery of 
hearing, and (2) achievement of. significantly better 
average hearing levels than hitherto reported. Be- 
cause of the small series of cases, these conclusions 
must be regarded as tentative. 

Joun L. M.D. 


NOSE AND SINUSES 


Fractures Involving Air Sinuses. ANTHONY RAD- 
cuiFFE. J. Lar. Otol., Lond., 1949, 63: 453- 


Injuries of the face are often found to involve the 
sinuses as well. In open facial wounds, a primary 
débridement with closure of skin wounds is all that 
may be needed. Completely loose fragments of bone 
are best removed. Depression and displacement of 
bone require correction by manipulation. Fracture 
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of the maxillary or zygomatic bones frequently 
causes hemorrhage into the maxillary sinus. 

In one patient (Case 1), a hematoma of the 
maxillary sinus became infected and was treated by 
a Caldwell-Luc operation. The author advises 
against irrigating such a sinus. Another patient 
(Case 4) suffered a traumatic depression of the floor 
of the orbit and when seen, several weeks later, com- 
plained of diplopia. The diplopia —— after 
a transantral elevation of the roof of the antrum 


through a Caldwell-Luc operation. In selected cases, 
packing the antrum to support the fractured roof is 
not required since the roof, when elevated, remains 
in the corrected position. 


Joun R. Linpsay, M.D. 


Involvement of the Paranasal Sinuses in Tumors 
Originating from the Mucous Membrane of 
the Cheek. Hans Brunner. Oral Surg., 1949, 2: 
1235. 


The author presents 2 cases of tumors which orig- 
inated in the oral cavity, in or close to the inter- 
maxillary fold. In the first case the diagnosis was 
that of a squamous cell carcinoma, and in the second, 
a papillary carcinoma. In both instances the disease 
had been present for a period of several years and 
the correct diagnosis had been delayed, the reason 
for the delay being that (1) the oral mucosa became 
clinically involved very late or not at all, and (2) the 
tumor invaded the bone and caused an inflammatory 
bone necrosis resembling osteomyelitis. 

Joun J. BALLENGER, M.D. 


MOUTH 


Facial Clefts and Their Surgical Management in 
View of Recent Research. Wayne B. SLAUGHTER 
and ALLAN G. Bronte. Plastic & Reconstr. Surg., 
1949, 4: 311. 

It has been universally taught that it was neces- 
sary to correct cleft lip and palate defects by surgery 
at as early an age as the infant could tolerate the 
operation, to separate nose and mouth cavities so the 
child could develop normal breathing habits, to pre- 
vent return of food through the nose and promote 
easier feeding, to establish physiological aeration of 
the nose to assure development and minimize middle 
ear infections, and to improve the appearance of 
the face. 

Even in those cases in which all or most of these 
objectives were attained at the time of operation, a 
discouragingly large percentage of patients have an 
unsatisfactory result at puberty, from either a 
functional or cosmetic point of view. 

During the past 25 years, growth patterns of 
children have been studied from birth to 25 years of 
age, both in normal children and in those with con- 
genital deformities, by physical anthropological 
methods. Since 1930, cephalometric x-rays have 
been used, which allow exact serial measurements 
and indicate the direction and magnitude of the 
growth. The sites of growth have been determined 
by the feeding or injection of vital stain for which 
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only growing bone has an affinity. With the use of 
these two methods, the mode of growth of the head 
has been worked out and can be applied to clinical 
problems. 

In the face there is a generalized growth on all sur- 
faces of all bones until the fifth year. After this it is 
limited to certain specific sites. For the purposes of 
this paper the important ones are the suture lines 
constituting junctions of the maxilla with supporting 
bones, the growth being on the maxillary side, com- 
bining to lead to a downward and forward po- 
sitioning of the face, and so integrated that the total 
pattern remains stable from birth to adulthood. 
The mandible is integrated with the middle face, the 
most important growth center being in the superior 
posterior surface of the condyle, which likewise 
causes the mandible to grow downward and forward 
in a parallel manner. 

Congenital deformities behave in an identical 
manner, the distortion or disproportion becoming no 
worse unless a growth site is permanently affected. 
The effects have been shown by experimentally dam- 
aging the growth center in the condyle of the 
mandible. 

A comparison of patients operated upon with 
others not operated upon indicated that surgical in- 
terference causes similar changes in the maxillary 
area, the degree of the deformity depending on the 
extent of surgery and the time of its performance. 

The forward development of the middle face de- 
pends on growth centers in the tuberosity of the 
maxilla, postnatal growth being equal to the antero- 
posterior dimensions of three molar teeth. An equal 
amount of growth occurs at the transverse suture of 
the palate. The posterior palatine arteries supply 
the blood necessary for this growth, and the dense 
scar tissue resulting from multiple operations imposes 
an insurmountable handicap. 

In cleft lip, the problem is not that of positioning 
of the bone, but of form. The dental arches and 
alveolar processes are normally molded around the 
tongue by the action of the buccinator and lip 
muscles, and any break in the restraining action of 
these muscles permits the tongue to expand the 
dental segments. The chief objective then of cleft 
lip surgery should be to establish a normal relation- 
ship between tongue and lips so that dental and al- 
veolar arches may be molded into their correct forms. 

Conclusions based on the authors’ investigations 
suggest that surgical procedures to correct these de- 
fects should produce no unwarranted trauma to soft 
tissues and no interference with blood supply. Frac- 
turing of bone or stripping of periosteum will produce 
permanent damage to growth sites. 

For the past 5 years, the author has made careful 
records of 1,349 patients in his clinic with cephalo- 
metric x-rays, head plates, plaster models, and 
photos. He presents cephalometric tracings and 
photographs showing representative deformities, 
with case histories of surgical interference, also 
photos of results obtained by conservative measures 
in closure of cleft lip. Louis T. Byars, M.D. 
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Epithelioma of the Lower Lip. Epwarp S. Jupp, Jr., 
and OLIvER H. Beaurs. Arch. Surg., 1949, 59: 422. 
There is considerable diversity of opinion regard- 
ing treatment of the region of the cervical lymph 
nodes in the presence of lip and intraoral malignant 
lesions. The lymphatic spread of cancer may vary 
according to the primary site, and because of this 
the results should be studied in terms of the origin of 
the metastatic lesions. In the present article, the 
authors present only the results of treatment of the 
neck in squamous cell epithelioma of the lower lip. 
From January 1, 1930 through December 31, 1939, 
a total of 802 patients with squamous-cell epithe- 
lioma of the lower lip were seen at the Mayo Clinic. 
A review of the cases was undertaken primarily to 
determine survival rates according to grade of malig- 
nancy and type of treatment to the neck. In 28 of 
the cases, when the patients were first seen the le- 
sions were considered inoperable and hopeless as to 
cure from any form of treatment. ‘Treatment in 
these cases was palliative. The series evaluated in 
the complete article is composed of the 774 nonpal- 
liative cases, which represent 96.5 per cent of the 
total number of cases. 

For patients who have an epithelioma of the lower 
lip with clinical evidence of metastasis to the cervical 
lymph nodes, surgical intervention by bilateral re- 
moval of the submaxillary salivary glands and lymph 
nodes, and unilateral dissection of the upper deep 
cervical nodes on the involved side is indicated. 
Block dissection of the anterior triangle of the neck 
with removal of the sternocleidomastoid muscle and 
the internal jugular vein is carried out when the 
upper deep jugular nodes are involved or the supra- 
hyoid mass is large. 

Interstitial radiation is recommended when the 
nodes are considered inoperable, or the lesion is of 
grade 4. 

Prophylactic radiation is considered a placebo. 

In patients without clinical evidence of cervical 
metastatic lesions, but with palpable nodes consid- 
ered negative, or without palpable nodes, a prophy- 
lactic suprahyoid node dissection is recommended 
under certain conditions. 

If the lip lesion is of grade 1, neck dissection is not 
advised unless the lesion is of long duration, large, 
infected, with considerable inflammatory reaction 
about it, and probably of secondary character. 

The majority of metastatic lesions are grades 2 
and 3; therefore prophylactic dissection of nodes is 
recommended in all of these cases, except in a few 
patients in whom age or the general condition does 
not permit major surgical intervention. In an oc- 
casional case in which the grade 2 primary lesion was 
treated early and the lesion was small, neck dissec- 
tion might be omitted. 

In early grade 4 lesions prophylactic neck dissec- 
tion may be done, but usually these have already 
metastasized and frequently they are inoperable. 

The following factors support prophylactic cer- 
vical node dissection: the high clinical error in the 
diagnosis of metastasis to the neck; the opportunity 
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for removal of early metastatic lesions which develop 
in approximately ro per cent of epitheliomas of the 
lower lip; prevention of metastasis by blocking off 
the lymphatics by surgical removal; the low mortal- 
ity rate of the suprahyoid dissection; a high survival 
rate of patients so treated; and the impossibility of 
adequate follow-up examination in nonresident pa- 
tients. 


Suprahyoid Tumor. Sublingual Lipoma. Tem- 
porary Mobilization of the Submaxillary Gland 
(Tumoraci6n suprahioidea; lipoma sublingual. Mo- 
vilizaci6n temporaria de la gléndula submaxilar). 
Ricarpo FINnocHIETTO and SANTIAGO CHOUHY 
AcurrrE. Dia méd., B. Air. 1949, 21: 1433. 


A 7o year old woman exhibited a tumor mass 
which was bulging from under the right lower 
border of the mandible and elevated the floor of the 
mouth on that side. An attempt at removal seemed 
indicated, although the patient did not mind the 
cosmetic defect and had not noted any periods of 
especially rapid growth. She lived at a distance from 
adequate surgical attention in case of incident, and 
malignant degeneration could not be entirely ruled 
out. The operation was conducted throughout under 
local anesthesia. The skin incision was placed rather 
lower, and made rather longer than usual. This was 
done in order to follow the natural skin lines more 
closely and thus procure a better ultimate scar. 

When the superficial tissues had been penetrated 
and the blood vessels crossing the posterior third of 
the lower mandibular border had been ligated and 
cut, the posterior pole of the submaxillary gland 
could be elevated and turned forwards following liga- 
tion of its posterior vascular pedicle. This exposed 
the submylohyoid pole of the tumor. The neoplasm 
proved to be an hourglass shaped lipoma with its 
neck astride the posterior border of the mylohyoid 
muscle and from there turning forward along the 
floor of the mouth. 

Despite some bleeding, the tumor could be rather 
easily dissected free and displaced downwards 
around the posterior edge of the mylohyoid. During 
this dissection, the finger of the assistant introduced 
into the patient’s mouth controlled the descent of the 
sublingual portion of the mass. The upper pole of 
the tumor, however, was retained by a pedicle which 
seemed too intimately adherent to the contiguous 
tissues to admit of sharp dissection. 

At this juncture another surgical expedient was 
resorted to. The tumor was split in half from the 
opposite pole towards the pedicle and each half dis- 
sected out intracapsularly with a pair of dissecting 
scissors. After this preliminary dissection the cap- 
sule could be removed by careful snipping cuts with 
the scissors. This thorough removal was thought 
advisable despite the fact that there have been no 
reports of recurrence in the case of lipoma, no matter 
how removed. 

The intact condition of the oral mucosa was veri- 
fied by the finger of the assistant placed in the pa- 
tient’s mouth (no blood on the finger) ; the submaxil- 
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lary gland was replaced and stitched in place, and 
the wound was closed without drainage. 
Joun W. Brennan, M.D. 


PHARYNX 


Bacitracin: Its Topical Use in Aural and Pharyngeal 
Infections. James E. CoyLe, KATHERINE COLLINS, 
and WALTER J. NuNcESTER. Arch. Otolar., Chic., 
1949, 50: 284. 


Recent advances in the treatment of infectious dis- 
eases, made possible by the discovery of bacteriostatic 
agents, have inspired medical investigators to study 
an ever increasing number of chemotherapeutic and 
antibiotic substances. Many different compounds 
have been isolated and tested in the laboratory and 
used clinically, but only a few of them have proved 
to be of definite value. 

The authors present additional studies with a rela- 
tively new antibiotic agent, bacitracin. The use of 
bacitracin was first reported by Johnson, Anker, and 
Meleney in 1945. 

Inasmuch as bacitracin possessed definite bacteri- 
ostatic properties and appeared to be nontoxic when 
applied locally, the authors decided to conduct a 
clinical and bacteriologic investigation of infections 
of the ear and pharynx treated with this substance. 
Bacitracin was administered topically in aural infec- 
tions in the form of a solution made by adding triple- 
distilled water to the crystalline product in propor- 
tions desired for a particular strength. The initial 
concentration was roo units per cubic centimeter, 
but later the concentration was increased in accord- 
ance with the severity of the infection and its clinical 
response. 

In the treatment of the pharyngitides, the topical 
application of bacitracin was accomplished through 
the use of lozenges, each containing 1,000 units of 
the drug. 

Two groups of patients were investigated. The 
first group consisted of 29 patients who complained 
of symptoms referable to the pharynx or tonsils, or 
both. Eight of these patients, serving as controls, 
were tfeated with saline gargles every 3 hours and 
with ro gr. (0.65 gm.) of acetylsalicylic acid 4 times 
daily. The remaining 21 patients were treated with 
bacitracin lozenges exclusively. 

The second group, which consisted of 22 patients, 
were those with infections of the external auditory 
canal, of the middle ear, of the middle ear and mas- 
toid process, or of the cavity produced by mastoidec- 
tomy. In the last category were 8 patients on whom 
the fenestration operation had been performed. 
There were no controls in this series, but each pa- 
tient had been previously treated locally without 
success by other means in common use in the clinic. 

Specimens were taken for bacteriologic examina- 
tion at the initial appearance of the patient and at 
each subsequent visit. 

In general, bacitracin was well tolerated both in 
solution and in lozenge form. No unfavorable reac- 
tions were noted in any of the patients. The major- 
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ity of them considered the lozenge mildly unpleasant 
to taste, but only 2 failed to continue the treatment 
in accordance with instructions. 

The results of the therapy were classified as good, 
fair, poor, unknown, or unsatisfactory. 

The clinical response of the pharyngitides to baci- 
tracin lozenges was difficult to evaluate, because of 
the necessity of relying on the patient’s subjective 
reactions and the dearth of objective clinical find- 
ings. An additional factor was the large percentage 
of patients who did not return for re-examinations. 
This was particularly true of the control group, in 
which 5 of the 8 patients did not return for evalua- 
tion of their treatment. 

The best results were noted in cases of acute and 
chronic pharyngitis; 70 per cent of the patients with 
acute, and roo per cent of those with chronic pharyn- 
gitis responded favorably to the drug. The poorest 
results were found in those patients who had exten- 
sive pharyngeal disease with severe constitutional 
reactions. 

Infections of the auricle, on the other hand, lent 
themselves more readily to interpretation and to 
evaluation of the effect of bacitracin, because of the 
objectivity of the signs of disease. Generally speak- 
ing, the best results were obtained in the treatment 
of infected fenestration cavities, wherein 75 per cent 
of the patients showed a good or a fair response to 
the agent after other measures had failed. As might 
be expected, the poorest results were found in cases 
of chronic suppurative otitis media and mastoiditis. 
Failures were 100 per cent in this group. In the treat- 
ment of chronic external otitis, the response was like- 
wise disappointing in that only 4o per cent of the pa- 
tients were benefited by this form of treatment. 

In conclusion the authors state that bacitracin was 
effective in the treatment of mild, acute, and chronic 
fg and tonsillar infections; it was not ef- 

ective in severe infections of the area; bacitracin was 
effective in the treatment of infections of the mas- 
toidectomy cavity; the results were poor in cases of 
external otitis and chronic suppurative mastoiditis. 

Correlation of clinical and bacteriologic data was 
difficult, particularly in regard to the pharyngitides, 
because of the difficulty of determining which, if any, 
of the isolated organisms was the probable etiologic 
factor in the disease. Joun F. Detpu, M.D. 


NECK 


Observations on Endemic Goiter and the Cumula- 
tive Appearance of Myxedema (Beobachtungen 
ueber Kropfendemie und gehaeuftes Auftreten von 
Myxoedemen). . PLeNK and H. BERGMANN. 
Wien. med. Wschr., 1949, 99: 396. 


Four men and 196 women who underwent a 
thyroidectomy in 1946 or 1947 were re-examined in 
1949. Determinations of the sedimentation rate of 
the erythrocytes, the basal metabolism, and the 
cholesterin in the serum were made, in addition to 
fluoroscopic examinations of the chest and laryn- 
goscopic studies. 
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Practically all of the patients were operated on for 
adenomatous goiter. Graves’ disease was recorded in 
less than 1 per cent of the entire group. 

Mechanical and toxic effects of the goiter disap- 
peared in 166 patients, or 83 per cent of the entire 
group. 

The sedimentation rate showed no relation to the 
thyroid function. There was no lowering of the rate 
in hypothyroidism. 

In patients with hypothyroidism there was a mod- 
erate, mostly normochromic or slightly hypochromic 
anemia. 

Determination of the basal metabolism rate was 
definitely inferior to the clinical examination as far 
as the evaluation of hypothyroidism was concerned. 
In numerous instances the rate was below normal, 
while clinically there were no signs of hypothyroid- 
ism. Conversely, increased rates were sometimes 
found in patients with definite signs of hypothyroid- 
ism. 

The incidence of goiter has decidedly increased in 
the last few years. Spontaneous and postoperative 
myxedema has also become more frequent. 

The author speculates that the unusual scarcity of 
rain in the last few years has affected the solubility 
of various elements in the soil and has diminished 
the iodine content of vegetative foodstuffs. A low- 
ered iodine intake leads to a compensatory hypertro- 
phy of the thyroid gland. Also, the increased con- 
sumption of string beans, peas, and soybeans could 
have supplied a larger amount of goitrogenic sub- 
stances. 

A typical curve of the growth of the goiter was 
noticed by the author in all cases in which myxedema 
developed postoperatively: a slow growth, lasting a 
long time, was suddenly replaced by a rapid increase 
in size, accompanied by the appearance or intensi- 
fication of symptoms. 

The author is opposed to an operation for a goiter 
with hypothyroidism because good results can be 
obtained by the administration of thyroid prepara- 


tions. A surgical procedure is indicated only in the 
presence of mechanical compression of the trachea. 
Josep K. Narat, M.D. 


Carotid Body Tumors. Clinical Study and Treat- 
ment (Les tumeurs du ——— carotidien; etude 
clinique et traitement) NRI REDEON and M. 
Sem. hép. Paris., 1949, 25: 2933. 


The authors present 2 cases in which the external 
carotic artery was ligated in the course of removal of 
a carotid body tumor. Both patients made an un- 
eventful recovery. Such tumors occur with the 
greatest frequency in individuals from 20 to 45 years 
of age, and are equally distributed between both 
sexes. 

The complexity of symptoms is attributable to the 
proximity of various structures, viz., the carotid ar- 
teries, the vagus, hypoglossal, superior laryngeal, 
recurrent, and sympathetic nerves, and the pharynx. 
Cough, dysphagia, nausea, vomiting, tinnitus, head- 
aches, and pain in the corresponding shoulder, arm, 
face, or teeth are the main symptoms. 

It is surprising that the typical carotid sinus at- 
tack does not occur in every case. Three types of 
attack may be distinguished: (1) the cardioinhibitory 
type which is characterized by a slow pulse, with or 
without hypotension, (2) the vasodepressor type in 
which there is a fall of blood pressure, cerebral ane- 
mia, and loss of conscience, and (3) the cerebral type 
in which the syncope is not accompanied by any 
modifications in the pulse or the blood pressure. 

In the differential diagnosis, tuberculous adenitis, 
branchial cyst, lymphoblastoma, carotid aneurysm, 
aberrant thyroid gland, and metastatic lymph 
gland should be considered. 

The treatment is exclusively surgical. Fifty per 
cent of patients requiring ligation of the carotid bi- 
furcation die as a result of the operation. Hemiple- 
gia and various disturbances of nerve functions are 
the main sequelae following ligation of the artery or 
the sacrifice of a nerve. Josern K. Narat, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Metastatic Mycotic Abscesses of the Brain. Win- 
CHELL McK. Craic and Epwarp M. Gates. Arch. 
Neur. Psychiat., Chic., 1949, 62: 314. 

Metastatic mycotic infections of the brain are not 
common. At the Mayo Clinic in a 31 year period 
(1915 through 1945), the lesions of 104 patients with 
metastatic brain abscesses were studied at autopsy. 
Brain abscesses due to mycotic organisms were 
found in only 5 of these cases. Candida (Monilia) 
albicans was found by culture to be the infecting 
organism in 1 of these cases. Coccidioides immitis 
was established histologically in 1 case and Cocci- 
dioides immitis was cultured from the abscess in 1 
case. In the 2 remaining cases the infections were 
due to Actinomyces. In view of the fact that the 
clinical histories and pathologic findings in all of 
these cases were similar, only 2 of the 5 cases of 
mycotic abscesses of the brain have been reported 
in detail. 

These 2 cases represent 4.8 per cent of 104 metas- 
tatic brain abscesses studied at the clinic. It is dif- 
ficult to accept this figure as being representative of 
the incidence of mycotic abscesses of the brain. Ap- 
proximately one-third of the cultures taken from the 
104 metastatic brain abscesses studied were reported 
as negative for micro-organisms. This could be ex- 
plained by the fact that many patients were in- 
tensively treated by chemotherapeutic and biologic 
agents before cultures were taken; however, it is 
believed that greater care should be exercised in the 
culturing of cerebral abscesses for molds and yeasts, 
and that the material selected for culturing should 
be part of the abscess wall rather than the necrotic 
debris from the abscess cavity. 


The Subdural Hygroma and Its Angiographic As- 
pects (Igroma sottodurale e suo aspetto angiografico). 
Marino Quarti. Chirurgia, 1940, 4: 15. 

Three personal observations of the author are here 
added to the 99 reports of this condition already 
published. The patients were, respectively, 78, 68, 
and 16 years of age. Each had had an accident, was 
knocked unconscious for a time, and later com- 
plained of headaches and sleepiness. In the 2 younger 
of these men, cerebral angiography was done by the 
intracarotid injection of ioduron (30%) percutan- 
eously. In these the hygroma appeared as a displace- 
ment of the superficial arteries of the cerebrum away 
from the cranial vault. The findings were much the 
same as in the cases of subdural hemorrhage; how- 
ever, the displacement was more uniform and the an- 
terior cerebral artery was not displaced laterally. 

In all of these patients the skull was opened by 
at or by means of a bony flap and the fluid 
collected in the hygroma was drained off. In the 2 


older patients the relief of the fluid pressure never 
afforded more than a slight temporary relief and both 
of these subjects ultimately died. The young man 
received immediate relief of symptoms, a relief 
which became evident even while the operation was 
in progress, and eventually had perfect recovery. 

The author believes that vertebral angiography 
is the only means known at present for the preopera- 
tive diagnosis of subdural hygroma. The prognosis 
in the younger patients is considered to be good; in 
the older patients, in whom the condition is apt to be 
complicated by, or associated with, serious intra- 
cranial lesions, the prognosis is extremely grave. 
Nevertheless, the author is of the opinion that the 
only rational treatment for the hygroma is relief of 
the fluid pressure through a trephine opening. 

Joun W. BRENNAN, M.D. 


Medulloblastoma of the Cerebellum. IsaporE 
Lampe and Rosert S. MacIntyre. Arch. Neur. 
Psychiat., Chic., 1949, 62: 322. 

The authors report on the postoperative treat- 
ment of 25 patients who had had a cerebellar medul- 
loblastoma. Surgical removal of the tumor was per- 
formed in all instances and was as extensive as was 
considered feasible. It was followed by extensive ir- 
radiation to the entire skull and spinal column. The 
skull was divided into four fields and each field re- 
ceived a total of 1,750 roentgen units at a rate of 250 
roentgens per day to each of two fields. The same 
amount of irradiation was given to three fields over 
the cervical, thoracic, and lumbar spine. The course 
of treatment required from 4.5 to 5 weeks. No addi- 
tional irradiation was given unless evidence of re- 
currence developed. 

Of the 25 patients thus treated, 18 survived from 
1 to 68 months, and 7 were alive and in good health 
with minimal neurological residuals after from 33 to 
92 months. The average duration of symptoms for 
both groups was the same (2.5 months), and the 
tumor was as extensive in the patients who died as 
in those who survived. Death usually occurred 
shortly after symptoms of recurrence developed. 
Except for 3 patients, aged 31, 34 and 37, respective- 
ly, the ages varied between 2 and 18 years. 

The authors conclude that improvement in the 
results of treatment of medulloblastoma of the 
cerebellum can be accomplished only with better 
radiation technique and that complete cure can be 
obtained. GrorcE Perret. M.D. 


Metastasis to the Hypophysis from Carcinoma of 
the Cervix and Mammary Gland (Su due casi di 
metastasi nell’ anteipofisi da carcinoma del collo dell’ 
utero e da carcinoma mammario). Futv1o CoNCETTI. 
Clin. ostet. gin., 1949, 51: 101. 


The author discusses the rarity of metastasis to 
the hypophysis. He then describes 2 cases. In 1 
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case the metastasis followed carcinoma of the neck of 
the uterus, and in the other, carcinoma of the breast. 

Histologic study revealed the grouping of cancer 
cells in the inferior region of the glandular lobe in the 
immediate vicinity of the posterior lobe. In the 
second case neoplastic elements were observed in the 
capillaries. There was a diminution of the chromo- 
phil cells at the expense of the eosinophils which also 
showed diminished function. The posterior lobe was 
hypotrophic. 

Metastasis to the hypophysis from the cervix is 
of rare occurrence (no case reports have been found 
in the literature), while metastasis from the breast is 
encountered most frequently. This is explained on 
the basis that mammary cancer is spread via the 
blood stream. The author discusses the sympto- 
matology of hypophyseal tumors, and the more 
salient histopathologic features brought out in these 
2 cases. Lucian J. Fronputr, M.D 


Relations Between Endocranial Neoplasms—Men- 
ingiomas—and Pregnancy (Intornoai rapporti tra 
neoplasie endocraniche—meningiomi—e gravidanza) 
CeEsarE Bo.iti. Lav. Inst. Anat. Univ. Perugia, 1949, 
6: 199. 

. The author reports the case of a woman, 33 years 

of age, whose third pregnancy ended with delivery of 

a dead fetus in the eighth month. On the twentieth 

day of the puerperium she developed convulsive 

attacks which recurred sporadically for 3 years and 
became particularly frequent (34 in 84 hours) during 
the last days of a fourth pregnancy which ended in 
extraction of a dead fetus; the woman died on the 

fourth day of the puerperium. Autopsy revealed a 

large meningioma of the right frontal lobe, penetrating 

into the underlying nerve tissue and presenting a 

central depression into which fitted an internal fron- 

tal hyperostosis partially continuous with the cor- 
responding dura mater. 

The clinical history of this case clearly indicates 
the connection between the tumor and the two last 
pregnancies. It has been known for quite some time 
that pregnancy can exert an unfavorable influence 
on cerebral neoplasms and, in the present case, there 
can be no doubt that pregnancy, and particularly 
the puerperium, influenced the growth of the tumor 
of which the date of origin could not be determined. 
One thing is certain: after somewhat less than 9 
months from the beginning of a pregnancy and by 
the twentieth day of the puerperium the tumor was 
capable of giving sudden rise to a severe symptom- 
atology. The fourth pregnancy had accelerated the 
growth of the tumor and during the last 4 days of 
this pregnancy the tumor had caused more than 30 
convulsive attacks violent enough to precipitate the 
intrauterine death of the fetus. From that moment 
on, the events came in rapid succession; obstetrical 
intervention was necessary to rid the patient of her 
dead fetus, and her condition, already compromised 
by the frequent repetition of the convulsive attacks 
even on the day the fetus was removed, was further 
aggravated and soon resulted in death. 
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This case demonstrates that tumors of the cere- 
bral meninges behave like gliomas which lead to 
death particularly around the end of pregnancy, 
during labor, and in the first days of the puerperium. 

RIcHARD KEMEL, M.D. 


A New Technique for Craniotomy; the Osteo- 
dural Flap. S LEKSELL. Acta chir. scand., 1949, 
98: 270. 

A new method of craniotomy is proposed by the 
author in which the cerebrum is exposed by turning 
down the bone and dura at the same time. If the 
dura is left attached to the bone, it will not be neces-. 
sary to suture it when closing the wound. 

The author describes a technique using a pneu- 
matic rotary type of circular saw in which the bone 
and the dura are turned down simultaneously. The 
bone flap is sawed first and then the dura is opened 
through the sawed track. When sawing the bone 
flap, great care must be taken to prevent the bone 
and dura from separating. In closing the wound, no 
suturing of the dura is required. 

This method, of course, can be used only in cases 
in which the surface of the brain is not adherent to 
the dura. 

A case report of a 13 year old boy on whom this 
type of osteoplastic craniotomy was performed is 
reported, and the article is illustrated with both 
diagrams and photographs. 

Howarp H. Lanner, M.D. 


The End Results of Complete Versus Intracapsular 
Removal of Acoustic Tumors. GiLBERT HorRAx 
and James L. Popren. Ann. Surg., 1949, 130: 567. 


The authors studied the operative results follow- 
ing total extirpation of acoustic nerve tumors in a 
series of 47 patients operated upon between 1934 
and 1944. The operative mortality was 12.7 per 
cent and was the same as the 5§ year mortality. Of 
the 41 survivors, 75.6 per cent were able to lead a 
normal and useful life and had returned to their 
original occupation. 

The authors compare these results with those of 
other authors who had performed intracapsular 
extirpations of the tumor, and in particular with the 
results of Cushing’s series. Cushing’s 5 year mortality 
including postoperative deaths was 56.2 per cent 
and useful survival was found in 57.1 per cent of the 
77 patients who survived for 5 years. Analysis of 
Olivecrona’s data also revealed a much lower 5 
year mortality rate for complete tumor removals 
than for intracapsular extirpations. 

The authors conclude that the 5 year postopera- 
tive mortality and physical disabilities are greatly 
diminished following total extirpation of acoustic 
neuromas when compared to intracapsular enuclea- 
tion which is always followed by recurrence. The 
almost inevitable facial paralysis following total 
tumor removal was thought preferable to recur- 
rence of the tumor and it is believed that the paral- 
ysis could be considerably helped by subsequent 
nerve anastomosis. GEorGE PERRET, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Hypertrophy of the Ligamentum Flavum and Pseu- 
docystic Arachnoiditis (Ipertrofia dei legamenti 
e aracnoiditi pseudo-cistiche). VitTor1o Lam- 
pis. Ann. ital. chir., 1949, 26: 145. 


Two cases of hypertrophy of the ligamentum fla- 
vum and pseudocystic arachnoiditis are reported. 
The first patient was a 40 year old mechanic who 
had been suffering pains the previous 4 years which 
occurred immediately after lifting a heavy weight. 
These pains became progressively more severe in the 
succeeding days. Originally localized to the small 
of the back they began to radiate to the right lower 
extremity. Some months later girdle pains at the 
level of the fifth lumbar vertebra developed. At 
times pains over the sacrum appeared and radiated 
to the perineum and inner aspects of both thighs. 
— hours at rest in dorsal decubitus would bring 
relief. 

Four years later anteflexion of the vertebral col- 
umn, coughing, sneezing, and defecation would lead 
to exacerbation of the symptoms and a noticeable 
loss of heat and cold perception developed in the 
right lower extremity. Finally pains, analogous to 
those in the right leg, occurred also in the left. At 
the time of examination the patient was suffering 
from almost continuous pain in the right lumbar re- 
gion which radiated predominantly to the right lower 
extremity and more rarely to the left. There were 
also intermittent pains over the sacral vertebra and 
a sensation of cold and of formication in the left 
lower extremity. 

Examination disclosed a thin, run-down looking 
individual with some atrophic changes in the mus- 
cles of both lower extremities but with normal gal- 
vanic responses and normal muscular tonus. Ante- 
flexion of the spine provoked acute pain and a sensa- 
tion of drawing in both lower extremities (Lher- 
mitte’s sign ?); the signs of Neri and Naffziger were 
positive in both extremities and the sign of Laségue 
was positive in the right extremity. The patellar re- 
flexes were both lively and quickly exhausted; the 
Achillés reflex was torpid on the right side. The 
thermal sensation was notably diminished for the 
entire foot, leg, knee, and inner surface of the thigh 
on the left side. The region of the superior margin of 
the right iliac bone near the vertebral column and 
of the upper sacral vertebrae was tender to pressure. 
The points of Valleix for the right sciatic nerve were 
intensely painful. 

Roentgenographic examination disclosed only a 
sinistroconcave scoliosis; myelography, however, 
brought to light the characteristic “candle-drip” 
shadow picture of pseudocyst of the arachnoid, to- 
gether with a shadow dehiscence on the right side at 
the level of the fifth lumbar and first sacral vertebrae. 

Operation disclosed hypertrophy of the ligamen- 
tum flavum at the level of the first sacral vertebra. 
This was extirpated and when the dura was opened 
a pseudoarachnoid cyst came into view, ruptured, 
and discharged large quantities of a turbid fluid. 
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A few months later the patient’s symptoms re- 
turned, 4 more extensive laminectomy (upward) was 
carried out and another cyst was removed. Since 
this the patient has remained well. 

The second patient, a 27 year old factory laborer, 
developed localized pains in the lower back after 
heavy lifting. These pains were never so severe— 
perhaps in relationship with the absence of hyper- 
trophy of the ligamentum flavum at operation—as 
in the first case. Otherwise the case, with minor dif- 
ferences, ran a course similar to that of the first. 
Myelography was again decisive in the diagnosis and 
laminectomy over the first three lumbar vertebrae 
disclosed an arachnoid distended with slightly turbid 
fluid. After emptying and extirpation of the abnor- 
mal tract, including the overlying dura which seemed 
denser than normal but not hypertrophied, the spi- 
nal canal was explored upward and downward for a 
distance of about 5 cm. and found to be free of ad- 
hesions. This patient was immediately relieved and 
has since remained perfectly well. 

The author maintains that there is no method of 
treatment other than surgical which has proved to 
be effective. It is thought that the hypertrophy and 
the pseudocystic condition are both secondary to the 
primary injury and probably the result of some, per- 
haps toxic, irritative effect from the injury itself. It 
is therefore understandable that in certain cases 
the injection into the spinal canal of certain fluids 
(such as distilled water), or the employment of 
aeriform methods might modify the developing con- 
dition; however, in the presence of multiple adhe- 
sions, especially in the presence of the pseudocyst, 
with pressure on the cord the treatment should be 
exclusively surgical. Joun W. Brennan, M.D. 


PERIPHERAL NERVES 


Sciatica from Disc Hernia; Considerations on 100 
Operative Cases; Immediate and Late Results 
(Sciatalgie par hernie discale; considérations sur roo 
cas opérés; résultats immédiats et tardifs). Léon 
Ectors. Acta orthop. belg., 1945, 15: 217. 

In most cases the lateral hernia of the disc develops 
between the fourth and fifth lumbar vertebrae or be- 
tween the fifth lumbar vertebra and the first sacral 
segment, compresses only one root, and causes a 
practically typical syndrome. Careful questioning 
generally elicits the necessary information to allow 
diagnosis of the involved root; if the site of the pares- 
thesias and that of the radiating pains correspond, 
the radicular diagnosis is always exact. The charac- 
teristic symptoms of discal hernia are paravertebral 
muscular contracture, straightening of the lumbar 
spine, open or closed scoliosis of the involved side, 
Laségue’s sign, crossed heterolateral Laségue’s sign, 
and unilateral Kernig’s sign. In addition, there are 
elective signs of the involved root, hypotony, atrophy 
of certain muscular groups, sensory involvement of 
certain dermatomes, and limitation of the reflexes. 

On the basis of this symptomatology, the author 
established the diagnosis of discal hernia in 107 cases 
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and the hernia was found at operation in 100. It is 
very probable that in at least 4 cases the hernia was 
not found because of a technical error during the 
operation, which leaves only 3 diagnostic mistakes. 
In some cases the hernia was not at the suspected 
disc, but at that immediately above or below it; this 
error has relatively little importance at the time of 
operation because the involved disc is easily dis- 
covered. Since 1945 the author has abandoned the 
use of lipiodol because its painful sequelae are too 
numerous. 

At operation the author found that in 50 cases the 
interlaminar space was sufficient for careful explora- 
tion; in the remaining cases it was necessary to re- 
move small fragments of the overlying or underlying 
lamina. In 60 cases he saw immediately the de- 
formity of the root, a short segment of which was 
stretched by the discal hernia; in 40 cases it was 
necessary to search for the hernia by enlarging the 
operative field. 

Twenty-four hours after the operation, gymnastic 
exercises consisting of actively performing the 
Laségue test are imposed on the patient every hour 
of the day. On the third day the patient is ambulant, 
and he is discharged between the seventh and tenth 
days. Thirty per cent of the patients have no more 
sciatic pain on the day following the intervention; 
in most of the others the pain disappears gradually 
to be gone about the seventh day; all patients are 
free of pain by the end of the first month. The same 
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applies to Laségue’s sign and the paresthesias, but 
the Achilles reflex remains unchanged in most cases. 

The late results were: total cure with return to 
normal work in 85 cases, cure with return tc normal 
work but lumbar annoyance in 7 and with lumbalgia 
in 4, persistence of pain in 4, and temporary recur- 
rence in one month in 1. After removal of the discal 
hernia the deformities of the spine disappear grad- 
ually and the normal curvature is re-established in 
all cured cases 1 month after the operation. 

The author has observed a new syndrome in 2 
women, aged 51 and 61 years, who were cured by the 
removal of a L,-S, discal hernia. The funiculalgia 
was extremely painful, Laségue’s sign was negative, 
and there was no straightening of the spine, but an 
exaggeration of the lumbar lordosis and pain on 
hyperextension of the thigh on the pelvis or of the 
trunk on the thigh. This exceptional symptoma- 
tology seems to have been due to the exaggeration of 
the lumbar lordosis. 

In 22 cases, the roentgenograms revealed the 
presence of osteophytes on the borders of the ver- 
tebral bodies immediately above and below the discal 
hernia, without any other localization. In 8 cases 
osteophytes were found during the intervention in 
the immediate vicinity of the hernia after its re- 
moval; they were on the vertebral bodies or the ar- 
ticular apophyses. In 38 cases, the epidural veins 
had undergone a varicose dilatation in the immediate 
vicinity of the hernia. RicHarp KEMEL, M.D. 


SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Cancer of the Breast. Brian W. WINDEYER. Am. J. 
Roentg., 1949, 62: 345. 


Windeyer, of London, analyzes 1,091 cases of pa- 
tients suffering from cancer of the breast who sought 
advice and treatment at the Middlesex Hospital 
from 1936 to 1942. Of these, 977 had had no previ- 
ous treatment, whereas 114 had been subjected to 
surgery. The growths were divided into 4 stages: (1) 
growths confined to the breast alone; (2) palpable 
mobile lymph nodes in the axilla; (3) growths extend- 
ing beyond the corpus mammae locally; and (4) those 
in which the spread had gone beyond the breast area 
as shown by fixation of the axillary nodes to the chest 
wall, to nodes in the supraclavicular region, and hav- 
ing deposits in the skin distant from the tumor or in 
the opposite breast. 

Despite the difficulties attendant during the war 
years, all but 2.6 per cent of the patients had success- 
ful follow-up studies. From the experience gained, it 
is believed that preoperative irradiation can be given 
without impeding healing of the subsequent radical 
operation, and it is concluded that for all inoperable 
cases, radiotherapy alone with possible subsequent 
removal or excision, and for all operable cases, preop- 
erative roentgen therapy followed by radical mas- 
tectomy give the best long range success. 

STEPHEN A. Z1IEMAN, M.D. 


Cancer of the Breast. H. GLenn BELL. Ann. Surg., 
1949, 130: 310. 

This preliminary study of 819 cases of carcinoma 
of the breast seen at the University of California 
Medical Center from July 1, 1930 to January 1, 1944 
indicates that roentgen therapy as an adjunct to 
surgical treatment has not significantly increased 
the 5 year survival rate. 

The number of these cases which were first seen 
at the University of California Medical Center does 
not appear, and the statistics presented do not per- 
mit a detailed analysis. 

Seven hundred and thirty-six of the patients had 
some form of definitive or palliative treatment at 
the Medical Center. In 53 patients, roentgen ther- 
apy was given following operative treatment else- 
where, and 83 patients who had been treated else- 
where were seen for follow-up only. The cases were 
grouped as follows: 


Stage Cases Percent 


Fifty-three patients (6%) were given x-ray ther- 
apy only following operative treatment elsewhere; 
83 patients (10.5%) were seen for follow-up only. 


There were 470 primary surgical cases, with a 
mortality of 0.85 per cent. 

Among the 819 cases, the overall survival of those 
who are living and well for 5 years or more after 
treatment is 32.2 per cent. Among the stage 1 group, 
the 5 year survival is 61.8 per cent; among the stage 
2 group, 40 per cent; and the stage 3 group, 8.3 per 
cent. 

Edema of the arm occurred in 3.4 per cent of the 
surgically treated patients, and in 5.8 per cent of 
those in whom surgery was supplemented by irradia- 
tion. The difference is not considered significant. In 
no case was the edema incapacitating. 

Frank B. QuEEN, M.D. 


Roentgen Therapy as the Sole Method of Treat- 
ment of Cancer of the Breast. F. BACLESSE. Am. 
J. Roentg., 1949, 62: 311. 


The author presents a report of the 5 year results 
in a series of 58 patients with mammary cancer in 
stages 2 and 3, who were given high doses of roent- 
gen rays, followed by radical mastectomy, at the 
Curie Foundation, in Paris. Thirty per cent of the 
patients died of metastases. The percentage of 
deaths from metastases varied from 25 per cent 
among cases showing complete cell death following 
therapy to 33 per cent among those showing but 
moderate histopathologic change. 

Among 130 patients with breast cancers in stages 
2 to 4, treated by irradiation, 79 showed “clinical 
disappearance of the tumors at the end of the first 
year.” Biopsies had been made in 42 per cent of the 
cases; in 68 per cent, biopsies were not made but the 
disease was believed to be cancer. 

Analyses of the various factors are presented in 11 
tables. Because it is impossible to determine, from 
the presentation, which of the statistics are based 
upon biopsy-proved cancers and which are based 
upon clinical “cancers,” the results lose value to the 
American reader. FRANK B. QuEEN, M.D. 


The Implications of Local Excision or Simple Mas- 
tectomy Prior to Radical Mastectomy for Car- 
cinoma of the Breast. CHaAr es E. LocKHart and 
LauREN V. ACKERMAN. Surgery, 1949, 26: 577- 


This is a study of 41 patients with proved carci- 
noma of the breast who had had simple mastectomy 
or local excision of the tumors prior to entering the 
Ellis Fischel State Cancer Hospital. The undesirable 
results in the treatment of such cases are emphasized. 
Biopsy of breast tumors is not dangerous unless un- 
due delay between biopsy and surgery occurs. The 
author points out that smaller tumors should be to- 
tally excised for frozen section, while biopsy speci- 
mens of larger tumors should be taken. A sharp 
scalpel rather than the cautery is recommended. 

Simple mastectomy should not be used as a diag- 
nostic procedure. Aspiration biopsy is inadequate in 
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these cases. Of the 41 patients in this group, 22 un- 
derwent radical mastectomy (following local excision 
in 16 cases and following simple mastectomy in 6 
cases). The remaining 19 lesions were considered 
inoperable. Six of these patients had had local exci- 
sion, and 13 had had simple mastectomy. The pa- 
tients not receiving subsequent radical mastectomy 
survived for relatively greater lengths of time from 
the initial treatment to death; 12 patients lived 
longer than 30 months. 

Errors in clinical examination regarding axillary 
involvement were made in 12 cases, or in 55 per cent 
of the 22. In 13 patients who had had simple mastec- 
tomy, the lesions were considered inoperable upon 
arrival. Six patients who had had previous simple 
mastectomy were subjected to radical surgery, and 
only 2 have survived. In these 2 there was no evi- 
dence of axillary spread or persistent carcinoma. 

The 9 patients who are living without evidence of 
disease all had intervals of 2 months or less between 
diagnosis and radical surgery, which emphasizes the 
importance of a short interval between the initial 
biopsy and radical mastectomy. Local recurrences 
frequently followed in those who had had simple 
mastectomy. A contributing factor may be that the 
amount of skin sacrificed is small, and the flaps are 
not so thinly dissected, thus increasing the likelihood 
of cutting across malignant tissue. Also, when this 
procedure is followed by radical surgery, a far more 
extensive operation is required. In this group radical 
mastectomy following simple mastectomy did not 
prolong the life of a single patient. Diagnostic simple 
mastectomy rarely provides more information than 
simple biopsy of a tumor mass. 

The author believes that biopsy of breast tumors 
should be done with facilities for subsequent surgery, 
and that under no condition should a lapse of more 
than 2 months occur. He also feels that simple mas- 
tectomy should not be employed as a diagnostic or 
therapeutic measure for an operable carcinoma of the 
breast. Rosert E. Fiorer, M.D. 


Treatment and Results in Cancer of the Breast. 
Eis BERVEN. Am. J. Roentg., 1949, 62: 320. 


Fifteen per cent of lesions of the breast which are 
clinically classed as Stage 1 cancers are found on 
microscopic examination to be Stage 2 cancers, and 
30 per cent of lesions of the breast which are clinically 
classed as Stage 2 cancers are found on microscopic 
examination to be Stage 1 cancers. It is therefore 
important that the classification of cancers of the 
breast be based on careful microscopic examination. 

In Sweden, approximately 50 per cent of all can- 
cers of the breast are found to be inoperable when 
first seen despite the much less rigid criteria for 
operability in Sweden than in the United States. The 
criteria for inoperability in Sweden are: (1) tumor 
fixed to the thoracic wall, and (2) the presence of 
either massive or fixed metastases in the axillary 
nodes, or metastases in distant organs. There has 
been no improvement in Sweden during the past 21 
years in the operability rate of breast cancer nor in 


the percentage of cases between the first and second 
stages of the diseases when first seen. 

The 5 year results in 1,104 patients with cancers in 
Stages 1 and 2 (at the Radiumhemmet, University of 
Stockholm) who were given both preoperative and 
postoperative roentgen therapy are approximately 
the same for the periods from 1921 to 1935 and from 
1936 to 1941. During the first period 41 per cent of 
the patients were well at the end of 5 years, and 
during the second period 43 per cent of the patients 
remained cured at the end of 5 years. Of 497 patients 
who received postoperative roentgen therapy only, 
44 per cent are well at the end of 5 years. 

In cases in which there is periglandular infiltration 
in the axilla, the author emphasizes the value of both 
preoperative and postoperative roentgen therapy 
over postoperative therapy alone, since, with pre- 
operative and postoperative treatment (given in 91 
cases) the survival rate rises to 37 per cent, while 
with postoperative therapy alone (used in 30 cases), 
the survival rate is but 7 per cent. No significant 
difference has been observed when the metastases 
are limited to one or only a few nodes. 

FRANK B. QUEEN, M.D. 


Treatment and Results in Cancer of the Breast. 
GRANTLEY WALDER Taytor. Am. J. Roentg., 1949, 
62: 341. 


Taylor reviews the problem of cancer of the breast 
as found at the Massachusetts General Hospital, Bos- 
ton, emphasizing the operability of the group sub- 
mitted to radical surgery. It was seen that operability 
has shown no significant change although the results 
of operation have improved progressively. It is 
believed that radical surgery will effect a 5 year cure 
in about 50 per cent of patients submitting to 
operation. When there is no axillary node involve- 
ment, this percentage is increased to 75 per cent. 
When there is axillary involvement, the percentage 
drops considerably, to 33 per cent. By lowering the 
operability the percentage of cures will increase. In 
the author’s experience, prophylactic irradiation, 
preoperatively or postoperatively, does not increase 
the number of cures nor defer recurrences. 

STEPHEN A. ZIEMAN, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Pulmonary Arteriovenous Fistula. Review of the 
Literature and Report of 2 Cases. WALLACE M. 
YATER, JOHN FINNEGAN, and HERBERT M. GIFFIN. 
J. Am. M. Ass., 1949, 141: 581. 


Yater et al. add 2 new cases of py arterio- 
venous fistula to the 43 collected in the literature. 
They appeared to be representative of the others. 
Operative intervention was done in 1 instance. Sur- 
gical treatment has varied from ligation of the feeder 
vessels and local excision to removal of two lobes of 
the lung and part of the third. Ligation alone is not 
satisfactory, but the operative intervention is well 
tolerated; only 2 of 26 patients died postoperatively. 
The lesion is often part of the hereditary hemorrhagic 
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telangiectasia of Rendu-Osler-Weber’s syndrome, 
and is manifested by cyanosis, clubbing, dyspnea, 
polycythemia, bruit, and a typical pulmonary 
shadow. Complication results in pulmonary hemor- 
rhage from rupture and thrombosis, especially of the 
cerebral vessels. If the fistulas which are often 
multiple do not occur in too many lobes, surgical 
procedure is curative. STEPHEN A. Zr1EMaN, M.D. 


Bronchiectasis in Children. T. Y. NEtson. Austral. 
N. Zealand J. Surg., 1949, 19: 19. 


The author presents a review of 100 cases of bron- 
chiectasis seen at the Royal Alexandra Hospital for 
Children during the past 3 years. These cases have 
been studied in groups, according to the various spe- 
cialties concerned. 

All patients had a history of infection in early 
childhood; in none of the children was the condition 
associated with foreign body inhalation. Tuberculo- 
sis and new growth were not reported in the series. 
In contrast to the typical picture seen in the older 
age group, these patients were happy, contented chil- 
dren, and more or less normal except for febrile at- 
tacks with exacerbation of symptoms. Many had 
mild to moderate clubbing with cyanosis of the fin- 
gertips. Much can be done by medical and conserva- 
tive treatment before and after operation in these 
_ Some of the objectives of the study were: 

. Can bronchiectasis be prevented? 

ij Can bronchiectasis be cured by surgery? 

3. Is established bronchiectasis ever reversible? 

4. If surgery is the aim of treatment, what is 

the best course of preoperative management? 

Bronchiectasis in children is usually preceded by 
an acute respiratory infection and is almost invari- 
ably accompanied by sinusitis. Almost 80 per cent 
of these patients had their primary infection before 
the age of 2 years. Many had a history of bronchiec- 
tasis in infancy. 

The common view is that the damage to the bron- 
chial wall occurs at the time of the initial infection, 
and that the development of bronchiectasis is largely 
dependent on bronchial obstruction. Any condition 
interfering with the free flow of air from bronchi to 
alveoli will cause lung collapse which may be fol- 
lowed by bronchiectasis. The bronchi are very small 
and are easily blocked by thick mucus. Many atelec- 
tatic cases are truly reversible, and cases are de- 
scribed in which demonstrable bronchiectasis has 
disappeared completely with re-expansion of the col- 
lapsed lung. In each case the bronchial wall damage 
must have been minimal. If the lung does not ex- 
pand rapidly, bronchoscopy should be undertaken 
to remove the obstruction which is generally inspis- 
sated mucus. 

Cystic disease and congenital bronchiectasis are 
manifestations of one underlying process, i.e., agene- 
sis or arrested development. Development of the 
bronchial tree may be arrested at any stage, which 
explains the various forms that congenital cystic dis- 
ease may assume. Cysts may also occur as a result 
of inflamatory reactions. 
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Prevention depends on the adequate treatment of 
the acute infections of children, and prevention of 
collapse or removal of the obstruction in cases in 
which collapse occurs. Use of gamma globulins and 
convalescent serum in measles should be helpful. 
Penicillin and sulfonamides may also be of value in 
the acute phase. Also, convalescent care is important. 

A plan of treatment has been made to determine 
the extent of lung involvement by roentgenography, 
bronchoscopy, and bronchography. The patient is 
then admitted to the hospital for a month’s intensive 
treatment with postural drainage, bronchoscopic suc- 
tion, and penicillin instillation. Aerosol penicillin is 
also used. At the end of this period the patients are 
placed into one of three groups. 

In the first group, the patients are treated at home 
with postural drainage, exercises, and small doses of 
sulfathiazole. This is regarded as preoperative treat- 
ment, and since some cases have been prolonged in 
this stage the author concludes that sensitization 
from sulfonamides does not occur frequently, and 
that the process does not spread to involve other 
parts of the lung. 

The second group of patients has been subjected 
to bronchoscopic aspiration once a month, and pos- 
tural drainage and breathing exercises are also car- 
ried out. 

The third group had no therapy after the first 
month except postural drainage and exercises. 

A few patients forming the fourth group were con- 
sidered fit for lobectomy without any waiting period. 

Of the 25 patients operated upon, only 4 were un- 
equivocally cured. One death occurred 13 months 
following a pneumonectomy for extensive bilateral 
disease. Fifteen patients show considerable improve- 
ment. The author points out that good anesthesia 
plays a most important part in the success of these 
operations. There were no cases of empyema. In 
some cases there was delay in lung expansion. 

The author completes the article by giving a de- 
tailed pathological description of the specimens. 

RoBERT E. FLorer, M.D. 


On the Clinical Indications of Extrapleural Pneu- 
mothorax and the New Technique of ““Endocav- 
itary Streptomycin’’ Combined with Surgical 
Treatment in the Therapy of Conjoined Pul- 
monary Giant Cavities. A. OmopEI Zorn. J. 
Internat. chir. thorax, 1949, 1: 137. 


Originated by both Italian and German phthisiolo- 
gists, extrapleural pneumothorax in the surgical 
treatment of pulmonary tuberculosis is not as com- 
monly used in the United States as it is in Germany, 
Switzerland, France, and, to a lesser extent, Great 
Britain. The author employs it about one-fifth as 
frequently as thoracoplasty. Extrapleural pneumo- 
thorax collapses more uniformly and more extensive- 
ly when the lower lobes of the lungs are involved by 
tuberculosis than does the usual thoracoplasty. It 
may also be used when the disease process is bilat- 
eral. Particular indications for extrapleural pneumo- 
thorax are: 
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1. Recent tuberculosis with early apical infiltra- 
tion and thin-walled cavities not exceeding the “size 
of a walnut.” 

2. Tuberculosis in children and juvenile patients. 

3. Recent miliary forms of tuberculosis with small 
cavities which are too extensive for thoracoplasty. 

Numerous other types of tuberculosis are listed in 
which extrapleural pneumothorax can be used but is 
not necessarily the best method of therapy. 

Parenteral administration of streptomycin has 
proved most effective in cases of acute pulmonary 
tuberculosis with exudative lesions or when the 
pathogenesis has been hematogenous and fibrous 
barriers have not yet been established. In large tu- 
bercular cavities the author recommends the inser- 
tion of a metal trocar, its fixation in a constant posi- 
tion by means of a plaster cast, and then instillation 
of a solution of streptomycin into the cavity several 
times daily. This should be supplemented with 
streptomycin given intramuscularly and with a neb- 
ulizer. Cavitary suction is often employed between 
instillations. Typical cases are cited to illustrate 
this regimen and the beneficial response of the cavi- 
ties to it. C. Freperick Kittie, M.D. 


Carcinoma of the Lung. W. Emory BurNETT, GEORGE 
P. Rosemonp, and Joun H. Hatt. J. Thoracic Surg., 
1949, 18: 679. 


Four hundred twenty-nine patients with proved 
carcinoma of the lung were seen in the Jackson 
Clinic, Philadelphia, from 1936 to November, 1947. 
One hundred and forty nine (34.7%) of these were 
considered operable. Sixty-seven, (15.6%) of all the 
patients seen had a pneumonectomy. 

Twenty of the group are living and well for from 
6 months to 99 months following pneumonectomy — 
30 per cent of the pneumonectomized group and 
4.7 per cent of the 429 patients seen. 

There were 18 hospital deaths (27% mortality) 
among the 67 pneumonectomized patients. Nine of 
these deaths were from cardiac complications and 5 
from infection. Since the use of penicillin in 1942 
there has been but 1 death from infection. 

It is of interest that among the 67 pneumonec- 
tomized patients only 18 had hilar lymph node 
involvement. FRANK B. QUEEN, M.D. 


Carcinoma of the Lungs (Carcinoma do pulmio). 
FERNANDO PavuLino. Hospital, Rio, 1949, 36: 159. 


From the clinical point of view the following 
classification of cancer of the lungs may prove useful: 

Cancer of the large bronchi. Hemorrhage is the first 
alarming symptom. Biopsy and bronchoscopy usu- 
ally establish the diagnosis, whereas roentgenograms 
may fail to furnish positive findings in early stages 
of the condition. 

Cancer of segmentary bronchi. The lesion produces 
segmentary emphysema and later on atelectasis. 
Roentgenograms and bronchography are of great 
diagnostic value. 

Cancer of the small bronchi. Irregular outlines of 
the bronchi in roentgenograms are suggestive but 


the variability of clinical symptoms is responsible 
for the fact that the condition usually remains un- 
recognized for a long period of time. 

The obstruction of bronchi by tumor masses, with 
the resulting retention of secretion, favors infection 
and thus simulates a lung abscess. The differential 
diagnosis should also consider tuberculosis and other 
parasitic diseases of the lungs. 

Dry cough of more than 20 days duration, accom- 
panied by slight repeated hemoptyses and asthenia, 
is an indication for teleroentgenography of the chest, 
supplemented (if no clear cut results are obtained) 
by tomographic and bronchoscopic studies. The last 
mentioned method permits visualization of a tumor 
in one of the main bronchi before the lesion is de- 
tectable in roentgenograms. In doubtful cases an 
exploratory thoracotomy, which is not more danger- 
ous than a laparotomy, should be performed be- 
cause frozen sections allow the establishment of a 
definite diagnosis. Josera K. Narat, M.D. 


HEART AND PERICARDIUM 


Unsuspected Trauma to the Heart During Intra- 
thoracic Surgery. L. RupRecut and. 
ARTHUR ADELMAN. N. England J. M., 1949, 241: 637. 


This article is a presentation of 2 cases of cardiac 
trauma during intrathoracic surgery and a discussion 
of these cases. 

The first case was a carcinoma of the stomach 
which was removed through a thoracoabdominal 
incision. There had apparently been some retracting 
force on the left ventricle during a difficult anasto- 
mosis. During this portion of the procedure, there 
was an abrupt onset of tachycardia. Four hours 
after operation the patient developed signs of cir- 
culatory collapse, and death occurred 53 hours after 
resection and after two additional attacks of severe 
substernal pain. Microscopic sections of the heart 
revealed contusion of the left ventricular wall. The 
pericardial sac had contained several hundred cubic 
centimeters of partially clotted blood. 

In the second case, a pneumonectomy was per- 
formed for bronchogenic carcinoma of the left lung 
because of extensive involvement. Intrapericardial 
manipulation had to be done on the inferior pul- 
monary vein. Retraction of the heart was done by 
a metal blade covered with gauze. During this time 
the pulse rate increased to 120 per minute, and there 
were many premature contractions which disap- 
peared after the local use of novocain. Five minutes 
after operation the heart ceased to beat. The 
autopsy revealed that the right auricle and ventricle 
were engorged, and microscopically there was an 
extensive contusion in the left ventricle. 

In each of these cases myocardial injury was indi- 
cated by tachycardia. Circulatory shock or sub- 
sternal pain may also be signs of this condition; how- 
ever, these are also associated with coronary oc- 
clusion. Electrocardiograph changes in contusion of 
the heart muscle may be those which are usually 
considered diagnostic of infarction. Also, after a 
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surgical procedure in the chest, minor electro- 
cardiagraphic changes may occur. The author 

ints out that arrhythmias which have been noted 
ollowing pneumonectomy and lobectomy may be a 
result of local trauma to the heart. 

One must be aware of the possibility of cardiac in- 
jury during intrathoracic surgery. Awareness of the 
possibility, plus the signs which have been men- 
tioned are the factors of importance. Prophylaxis 
against the occurrence of this accident is the best 
therapeutic measure. In one of the authors’ cases, 
spraying of the pericardium with novocain seemed 
to check the arrhythmia, but the case ended fatally. 

This is a good presentation of a problem which 
deserves attention. Rosert E. Fiorer, M.D. 


The Surgery of Patent Ductus Arteriosus. JoHN C. 
Jones. Ann. Surg., 1949, 130: 174. 


The author describes his experiences with the sur- 
gical treatment of 125 cases of patent ductus ar- 
teriosus. He advises operation in all individuals 
younger than 25 years and in those without pro- 
gressive cardiac hypertrophy or incapacitation due 
to the fistulous shunt. The optimal age is between 
3 and 4 years, an older age imposing the difficulty of 
inelastic tissues. Extensive penicillin therapy should 
be given to patients with subacute bacterial endo- 
carditis. At present it does not seem possible to 
predict which individuals with a patent ductus will 
develop subacute bacterial endocarditis or cardiac 
hypertrophy. 

The author believes the following worthy of par- 
ticular consideration: 

The surgical approach. The posterolateral incision 
resecting the fourth rib is advised because of better 
exposure, more ample room, and greater accessibility 
to the aorta, in contrast to the anterolateral route. 

Mobilization of the aorta. The mediastinal pleura 
over the lower portion of the subclavian artery and 
the aorta should be incised and reflected widely to 
expose the aorta well above and below the arch. 
The highest intercostal vein is ligated and divided. 
This permits wide mobilization of the aorta about 
which Penrose drains are placed, above and below 
the ductus. When these steps have been taken 
hemostasis can easily be secured in the event of 
hemorrhage. 

The ductus. Use of Potts’ aortic and ductus clamps 
is advocated. This assures the surgeon of adequate 
time for the unhurried and meticulous technique 
which should be employed. 

Of the 125 patients (ligation in 58 and division in 
67) 121 are alive and of the 121, 119 are well. One 
patient has a partial paraplegia and another a per- 
sistent fistula (following ligation of the ductus), 
although decompensation has not occurred. Eight 
others in which ligation “in continuity” was done 
have residual murmurs, but they are well. Four pa- 
tients have a persistent recurrent laryngeal nerve 
= The 4 deaths were due to (1) subacute 

cterial endocarditis and aneurysm after ligation, 
(2) cardiac arrest following operative hemorrhage, 
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(3) subacute bacterial endarteritis after division of 
the ductus, and (4) acute purulent bronchitis 
just after operation. C. Frepericx Kittie, M.D. 


Resection of Segments of the Auricular Wall. 
ALEXANDER BruNSCHWIG and Guy F. RosBINs. 
Surgery, 1949, 26: 612. 


The recent interest in surgery of vascular anom- 
alies has not been paralleled by interest in surgery 
of cardiac tumors. The authors mention a case of 
intracardiac papilloma which was diagnosed clini- 
cally, but in which operation was not attempted and 
the patient died. No autopsy was obtained. 

The authors performed experiments on rabbits in 
which they compressed the ventricle between the 
fingers and found that dilatation occurred afterward, 
but that more marked dilatation occurred after 
compression of the entire heart. Several rapid com- 
pressions resulted in death of the animal. The entire 
right auricle was pulled up and clamped, a portion 
of it was cut away, and a ligature applied. There was 
no appreciable change in the heart following the 
operation, nor was there even slight dilatation. 

Portions of the ventricular wall were excised suc- 
cessfully in the dog by Murray, and Beck success- 
fully removed a tumorous mass from the ventricular 
wall of a human patient. 

The experiments presented by the authors show 
the feasibility of the removal of a large segment of 
the auricular appendage without interruption of 
normal heart action and with prolonged survival of 
the animal. Rosert E. Frorer, M.D. 


The Recognition and Correction of Constrictive 
Pericarditis. Emme Horman. J. Thoracic Surg., 
1949, 18: 643. 


The characteristic features of constrictive peri- 
carditis are increased venous pressure, some form of 
peripheral edema (associated usually with ascites or 
pleural effusion or both), a quiet heart with normal 
blood pressure and normal heart sounds, an electro- 
cardiogram exhibiting a low voltage in the QRS 
complex and inversion of the T waves, and, oc- 
casionally, x-ray evidence of a calcified pericardium. 

The successful correction of constrictive peri- 
carditis is dependent on two factors: the clinical 
recognition and treatment of the disease at a time 
when the condition of the myocardium and circula- 
tory apparatus will permit recovery after the heart 
has been released from bondage, and adequate 
pericardiectomy. 

A successful and adequate pericardiectomy must 
include liberation of all borders of the heart and of 
both venae cavae. The inferior cardiac border must 
be liberated by excision of the pericardium lying be- 
tween the heart and the diaphragm. Persistence of 
ascites following pericardiectomy is evidence of an 
inadequate decortication, and demands reoperation 
and removal of more scar rather than an omentopexy 
or the Talma operation. 

To achieve the exposure necessary for adequate 
inspection and decortication of the heart, a median 
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sternotomy with transverse division of the sternum 
in the second interspace is recommended. The 
sternum is reapproximated by several stainless steel 
sutures inserted through bone, not through avascular 
cartilage. The wound should be drained, preferably 
into the right pleural space, from which the fluid can 
be removed by aspiration or intercostal drainage. 

In patients suspected of having tuberculosis, or in 
those with evidence of active inflammation, the pre- 
operative preparation should include a prolonged 
period of bed rest with optimum nutrition, and the 
administration of penicillin and streptomycin. Op- 
eration should not be deferred unduly if the symp- 
toms of compression are incapacitating, unaffected 
by therapy, and progressive. 

Operation was performed in 9 cases. Five were of 
unknown etiology. One of the patients died and 4 
were cured. Four patients had active tuberculous 
pericarditis. There was marked improvement in all 
of these, and probably complete cure.in 2. 

SAMUEL Kaun, M.D. 


ESOPHAGUS AND MEDIASTINUM 


The Management of Massive Esophageal Hemor- 
rhage with Tamponade and Thrombin. C1air 
B. BARNETT and SIDNEY COHEN. Gastroenterology, 
1949, 13: 144. 

This article is a case report of intraesophageal 
tamponade according to the Rowntree and Tocantins 
method. The ordinary Miller-Abbott tube may be 
employed without modification; however, an adapta- 
tion consists in occluding the proximal six holes of 
the Miller-Abbott tube and attaching a large latex 
bag. The modified Rowntree double-lumen tube is 
now available. 

Barnett and Cohen discuss 4 cases of esophageal 
hemorrhage in which the modified Miller-Abbott 
tube was employed for tamponade. Two of the pa- 
tients had bleeding from the cardioesophageal area 
which was likewise arrested by tamponade. The 
hemorrhages were massive enough to be considered 
exsanguinating, and each of the patients was in 
critical condition when the tubing was passed. Im- 
provement was noticed immediately. In 3 of the 
patients thrombin solution was instilled. 

STEPHEN A, ZIEMAN, M.D. 


Are Any Strictures of the Esophagus Due to Diph- 
theria? U. K. Krvrranta. Ann. Otol. Rhinol., 19409, 
58: 429. 

Theauthor critically reviews the subject of esopha- 
geal strictures due to diphtheria and concludes that 
the cases which had previously been labeled “post- 
diphtheritic stenosis of the esophagus” were incor- 
rectly diagnosed. He cites 5 personal cases which fall 
into this general category and scrutinizes the world 
literature. In most instances the stricture was 
found due to the ingestion of lye, a fact ascertained 
by further questioning. The necrotizing patholog- 
ical changes in diphtheria do not involve tissues deep 
enough to cause a cicatricial contracture. 


The following criteria are postulated before a 
stricture may be considered the result of diphtheria: 

1. The possibility of corrosion or other factors 
likely to cause stenosis must be excluded. 

2. Diphtheria must be verified by culture and its 
pathogenicity determined by animal inoculation. 

3. The stricture must be diagnosed by x-ray exam- 
ination, esophagoscopy, or autopsy. 

None of the author’s personal cases or of the re- 
ported cases satisfies these requirements. The au- 
thor suggests more careful diagnosis of strictures as- 
sociated with diphtheria. 

C. FREDERICK KITTLE, M.D. 


Principles Affecting Successful Esophageal Anasto- 
mosis. GORDON MCNEER. Surgery, 1949, 26: 590. 


As recently as June, 1948 the published hospital 
mortalities in esophageal resections were generally 
between 30 and 35 per cent. Astounding improve- 
ments have occurred in this field very rapidly. Fatal 
complications were primarily due to peritonitis and 
fistulas. The care with which anastomoses were per- 
formed determines greatly the success of the surgery. 
Preoperative care is as important as in other cases, 
and the author emphasizes that the use of blood 
transfusions is superior to that of protein substitutes. 

Thoracotomy is considered by the author to be less 
shocking to the patient than either laparotomy or 
laparothoracotomy, and he avoids abdominal inci- 
sions as much as possible. Rib resection is superior to 
intercostal incisions and spreading. Clamps are never 
to be placed across the esophagus at the point of 
anastomosis. Interrupted nonabsorbable suture 
material in two or three layers is used, and meticu- 
lous apposition of the mucosal surfaces is obtained. 
The purse-string effect of a continuous catgut suture 
is stressed. It is important to place sutures at right 
angles to the esophageal musculature in a through- 
and-through fashion. It is pointed out that excessive 
dissection of the proximal esophagus should be 
avoided. Retractors should not be placed too close 
to the heart in order to prevent contusion of this 
organ. Fixation of the anastomosis to adjacent 
structuresis very important. The infradiaphragmatic 
anastomosis must be sutured to the diaphragm, 
hepatic ligament, or left lobe of the liver, while the 
anastomosis within the thorax may be sutured to the 
diaphragm and the pleura. 

Frequent postoperative tracheal aspirations, blow 
bottles, early ambulation, and antibiotics are impor- 
tant. Pulmonary embolus has not occurred since 
superficial ligation of the femoral veins has been 
done. The use of indwelling nasal tubes for feeding 
purposes is deplored by the author because of the 
increased tendency toward pulmonary complications. 

At the end of 2 or 3 days, water and tea are given 
by mouth, and by the seventh or tenth day a soft 
diet is given. 

Twenty-two patients oes upon whom 23 
anastomoses were performed. Fistulas did not occur. 
Stricture at the anastomosis, resulting from recurrent 
cancer occurred on 5 occasions; in 1 case it was 
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resectable. The author points out that his expe- 
rience indicated that secondary operations for re- 
current esophageal and gastric cancer are of value 
and that these lesions may be resected more often 
than is generally considered possible. 

All operable lesions must be resected. The even- 
tual prognosis cannot be made in patients in whom 
there is absence of distant metastases. The proximal 
portion of the resection should be submitted to fro- 
zen section before the anastomosis is done. Six of 
these operations were performed in a relatively small 
county hospital. Rosert E. Fiorer, M.D. 


Congenital Mediastinal Cysts of the Pericardium 
imulating Bronchial Asthma (Cisti congenita 
mediastinica del pericardio simulante asma bronchi- 
ale). G. B. PARENTI. Chirurgia, Milano, 1949, 4: 105. 


The present observation is added to the 29 in- 
stances of this condition already reported. All of the 
previous reports were concerned with chance roent- 
genologic or autopsy findings. None of the patients 
was subjected to radical surgical treatment with 
successful outcome and none presented the peculiar 
asthmatic picture of the present case. 

The patient was a 52 year old male who had been 
suffering for the past 3 years with attacks of per- 
sistent cough which later became typically asthmatic 
in character. Some time previously, on the basis of 
roentgenologic findings, a diagnosis of pulmonary 
tumor was made in another clinic, but operation was 
not attempted. 

Physical and roentgenologic examination at this 

time revealed what seemed to be a cystic mass filling 
the lower right chest and pushing the heart to the 
left. The structure overlay the right aspect of this 
organ and extended around in front of it under the 
sternum. Aspiration under pressure produced 200 
c.c. of a clear fluid which did not reveal any charac- 
teristic hooklike structures of the echinococcus, and 
the intradermal reaction of the fluid (Casoni test) in 
2 patients known to have echinococcosis was nega- 
tive in both instances. 

The operation was performed—other than with 
the usual preliminary basic narcosis and with novo- 
cain block of the vagus, sympathetic, and phrenic 
nerves in the neck—entirely under local anesthesia. 
Through an ample transverse incision, as far lateral 
as the anterior axillary line, the fifth rib was resected 
and the chest opened. The right lower pulmonary 
lobe largely overlay the cyst and had to be loosened 
and crowded over laterally into the right chest 
cavity. The cyst was then easily detached from the 
heart surface back to its pedicle which was attached 
to the pericardium over the venous peduncle be- 
tween the pulmonary artery and the inferior ramus 
of the right pulmonary vein. The cutting through of 
this pedicle had to be done cautiously, both because 
of the vascular relationships and because any pull 
on the pedicle resulted in changes in the cardiac rate 
and rhythm. 

Immediately after cutting of the pedicle and re- 
moval of the cyst the action of the heart and the 
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blood pressure returned to normal, the asthmatic 
attacks did not return, and follow-up roentgenograms 
disclosed completely normal conditions. A moderate 
amount of pleural serous effusion was removed by 
aspiration on the eighth postoperative day and has 
not since recurred. 

The cyst was 10 by 14 cm., and the walls were 
fibrous and varied in thickness but were everywhere 
translucent. The content was a clear fluid which 
showed a slight positive Rivalta test. In neither 
fluid nor walls was there evidence of inflammatory 
changes. The walls showed no special covering ex- 
ternally but were wrinkled, folded, and covered with 
a layer of endothelial cells, resembling those of the 
internal lining of the pericardium. Blood vessels 
were numerous, and outside the sections of the ves- 
sels, in the midst of the connective tissue fibers of the 
cyst wall, were many fibers which resembled those 
of smooth muscle tissue. 

The author believes that the asthmatic attacks 
were caused by the pressure of the tensely filled cyst 
on the nerve plexuses running in the walls of the 
right side of the heart, or by the pull of the pedicle on 
the vascular formation running in the pulmonary 
hilus. He regards as affirmation of this belief the fact 
that the patient complained of greater frequency and 
severity of asthmatic attacks at night, and especially 
when lying on the left side. The origin of the cyst 
itself is thought to have been congenital and to have 
taken place at about the time in fetal life when the 
pleuropericardial membrane of Schmidt has become 
joined with the tissues of the diaphragm. At this 
time the two lung cavities were separated from the 
pericardial cavity and the chest organs underwent 
the marked redistribution in the chest which resulted 
in their attaining their definitive positions. 

Joun W. Brennan, M.D. 


MISCELLANEOUS 


Contribution to the Study and Surgical Treatment 
of Tumors of the Thymus. A Case of Reticular 
Epithelioma of the Thymus (Contributo allo stu- 
dio ed al trattamento chirurgico dei tumori del timo. 
Su un caso di epitelioma reticolare timico). Lu1c1 
-GALLONE and Mario VENZONI. Chirurgia, Milano, 
1949, 4: 93- 

This anatomic report is believed to be the fifth 
instance revealing the close relationship of the re- 
ticular epithelioma to the thymus gland, after the 
exclusion of tumors in which the histological picture 
is less convincing and of those known as epidermoids. 

The case here reported was that of a 48 year old 
male who for the past 6 years had been developing a 
progressively more grave picture of dyspnea and 
vascular strangulation involving the head, upper ex- 
tremities, and upper chest regions. One course of 
roentgen therapy allegedly brought considerable 
relief but after that such treatment seemed to be of 
little or no value. 

The roentgen examination disclosed an enormous 
shadow thickness and breadth of the mediastinum. 
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In addition to the filling of the upper chest with dis- 
placement of the trachea and aortic arch, there was 
a massive shadow breadth lower in the chest which 
seemed to indicate a spread of the process to the 
lymphatic structures about the region of the bron- 
chial bifurcation of the trachea. There were no 
symptoms indicating the presence of myasthenia 
gravis. 

A thoracotomy was done through a resected third 
rib on the left side. This disclosed the impossibility 
of removing the tumor mass and permitted only the 
procurement of a biopsy specimen from which the 
histologic examination was obtained. 

Three weeks later some relief from the progres- 
sively more severe manifestations of dyspnea and 
vascular strangulation seemed indicated. 

The decompressive operation consisted of cutting 
through the clavicles bilaterally at a distance of 3 
fingerbreadths from the clavicosternal articulations, 
and through the first, second, and third ribs at the 
same distance from the linea marginosternale. These 
bone structures were extremely fragile, almost papy- 
raceous. The sternum was then cut across trans- 
versely at the level of the third interspace. All the 
bony tissues were then removed from this flap, 
which left only the sternoclavicular stump, and the 
boneless flap was sewn back in place. This operation 
—which the author attributes to Lexer—resulted in 
almost complete relief of the symptoms of compres- 
sion but did not prevent the ultimate demise, 8 
months later. 

Microscopic study of the biopsy specimen dis- 
closed a parenchymal and a vasculoconnective tissue 
component. The parenchymal element consisted of 
a fine reticulum, the meshes of which were composed 
of prolongations of the cytoplasm of the component 
cells, without any participation of collagen fibrils or 
of elements stainable with silver salts. The nuclei 
of these cells were distinguishable from the rare 
lymphocytes by their larger size and paler staining 
properties. Each nucleus displayed a nucleolus in 


its central region. Scattered about through this 
cellular maze were typical-appearing Hassall corpus- 
cles. Some of these spherules appeared well pre- 
served, others were degenerated or even calcified. 
Also scattered about were other spherical structures 
consisting of compressed cells with nuclei arranged 
in whorls and with illy defined cytoplasmatic bor- 
ders. In these areas no connective tissue or nerve 
fibrils could be demonstrated. 

The fibrous stoma was dense and meagerly vas- 
cularized, in part hyalinized. This tissue delimited 
the islands of syncytial tissue in an irregular manner. 
In places the tissue islands appeared to be broken up 
by the connective tissue component and gave at 
times the appearance of trabecular pegs, or they 
were of a scirrhotic character. All these appearances 
are clearly depicted in the 6 appended photomicro- 
graphs. 

The histologic diagnosis was scirrhous reticular 
epithelioma of the thymus. 

Joun W. Brennan, M.D. 


Thymectomy (La thymectomie). ANprR& SICARD and 
CrauvE Dusost. J. chir., Par., 1949, 65: 593- 


The authors review the history of thymectomy 
and its role in myasthenia gravis. They describe the 
technique of the operation and then give 3 case re- 
ports with good results. 

It is believed that the operation is simple and 
gives a good prognosis. It is not possible to conclude 
definitely upon its value in the treatment of my- 
asthenia gravis but it seems that it is capable of 
curing, or at least greatly improving, the condition 
of patients with this grave affliction. The results 
may be immediate but often they are complete only 
after a prolonged postoperative period during which 
injections of prostigmine are continued but pro- 
gressively diminished. The future will determine 
whether or not the thymus plays an endocrine role 
in the pathogenesis of myasthenia. 

Lucian J. Fronputi, M.D. 
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SURGERY OF THE ABDOMEN 


GASTROINTESTINAL TRACT 


Combined Medical and Surgical Management of 
Upper Gastrointestinal Hemorrhage. THomas 
A. WARTHIN, RICHARD WARREN, and Econ G. 
Wissinc. N. England J. M., 1949, 241: 473. 


It is the authors’ purpose in this report to demon- 
strate that the most efficient way to deal with mas- 
sive bleeding is by means of a combined medical and 
surgical team in conjunction with a well trained 
roentgenologist. At the Veterans’ Administration 
Hospital, West Roxbury, Massachusetts, such a 
team has been in existence during the past 2.5 years. 

In 65 per cent of the patients admitted for massive 
upper gastrointestinal bleeding the source of hemor- 
rhage was demonstrated to be peptic ulceration. 
Among this group 85.7 per cent of the cases were due 
to duodenal ulcer, 12.6 per cent to gastric ulcer, and 
1.7 per cent to marginal ulcer. The ratios of these 
three types of ulcers to each other are comparable 
to those found in any group of ulcers whether bleed- 
ing or not. In general, the cases were divided into 
three groups according to the degree of bleeding: 
massive, intermediate, and slight. The massive 
group was composed of 86 patients and included 
those in whom the red cell count fell below 3,000,000. 
The intermediate group, in which hemorrhage was 
sufficient to effect a fall in the red cell count to less 
than 4,000,000 but greater than 3,000,000, contained 
50 patients. In addition, 45 cases of slight hemor- 
rhage occurred in which the red cell count did not 
fall below 4,000,000. Of the 86 cases of massive 
hemorrhage 65 per cent were demonstrated to be due 
to peptic ulcer, whereas the remainder were due to 
esophageal varices, gastritis, or undetermined condi- 
tions. There seems to be an irreducible number of 
patients who fall into the undiagnosed group. 

The plan of management in general was as follows: 

All patients with gastrointestinal hemorrhage were 
admitted to the medical service, but within 24 hours 
of arrival and as soon as the diagnosis of massive 
hemorrhage had been made they were seen by the 
surgical member of the team who then followed up 
the cases with frequent consuitations with the in- 
ternist. A study was made in the cases of massive 
hemorrhage of certain special considerations, such as 
previous diagnoses, habits, type of bleeding, and 
response to conservative therapy, which might prove 
of assistance in arriving at correct diagnoses. Al- 
though in the ulcer group some factors that caused 
emotional or physical strain, or overtaxed the gastro- 
intestinal tract, were present in more than half of the 
patients before they bled from ulcer, the same condi- 
tions were found also in patients bleeding from other 
causes. The most common of these factors was over- 
indulgence in food or alcoholic beverages, or the as- 
sumption of unusual responsibility such as is at- 
tendant on a business crisis, an impending marriage, 


or the moving of a household. Infections and the use 
of salicylates occurred as possible precipitants in 
both groups. In 60 per cent of the patients with 
ulcer there was a premonitory symptom of ulcer 
activity such as pain or vomiting. In the nonulcer 
group false signs of ulcer activity were present in 
only 4 cases, 2 of which were in the group in which no 
cause could be found. The incidence of previous 
hemorrhage in the patient studied was not significant. 
In more than half of the patients a history of heavy 
drinking was elicited. This figure was significantly 
larger than the figure in the comparable group of 
nonulcer patients. 

Physical examination included inspection for the 
so-called ulcer facies, a careful search for stigmata of 
cirrhosis—namely, a large percussible or palpable 
liver or spleen and jaundice—and inspection of the 
face, shoulders, arms, and back for spider telangiec- 
tasies. It was discovered that during the height of 
hemorrhage and shock enlarged spleens were often 
too soft to be felt and spider telangiectasias too faint 
to be visible. Hemoglobin, red cell, and hematocrit 
determinations were made daily as long as signs of 
hemorrhage persisted, and at less frequent intervals 
thereafter. A thin barium suspension was used for 
the early roentgenologic examination and the patient 
was examined in the prone and supine positions only; 
the compression technique was not used. The 
authors’ indications for such emergency x-ray exam- 
ination were as follows: persistent or recurrent bleed- 
ing in the patients upon whom they were prepared to 
perform urgent surgery if the diagnosis of ulcer was 
definitely established, and recurrent bleeding in the 
patient in whom previous study had failed to deter- 
mine the source of hemorrhage. In each case the 
surgical member of the team agreed to the need of 
emergency x-ray examination. An adequate stock of 
matched blood for transfusions was on hand and a 
room was available in the operating suite for the im- 
mediate transfer of the patient should further hemor- 
rhage occur or a lesion be found that would indicate 
that early operation was necessary. All emergency 
x-ray examinations were checked from 6 to 12 days 
after bleeding had ceased. Only 22 per cent of the 
bleeding patients had an emergency gastrointestinal 
series performed during bleeding. In almost all of 
these a satisfactory examination was obtained and a 
diagnosis was made either by positive findings or by 
exclusion. Gastroscopy was performed as an urgent 
procedure only during second or repeated admissions 
of the patient in whom no source for bleeding had 
been found by elective examinations during the pre- 
vious periods of hemorrhage. 

Transfusions were the backbone of the replace- 
ment therapy and were given liberally not only to 
prevent shock but also to restore promptly a suffi- 
cient volume of blood so that the red cell count 
would,be elevated above 3,500,000. Over 50 per cent 
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of the patients with or without ulcer stopped bleed- 
ing within 24 hours of admission. Of the nonulcer 
patients 40 per cent continued to bleed compared to 
21 per cent of the ulcer patients. In 23 per cent of 
the patients with ulcer, bleeding recurred after hav- 
ing once stopped. It is believed that a patient who 
stops bleeding early under medical management and 
then bleeds again may be considered more likely to 
have a peptic ulcer than some other condition which 
causes the bleeding. 

Surgical operation was carried out in 10, or 18 per 
cent, of the patients with proved peptic ulcers. The 
authors considered it impossible to determine which 
of the patients in these groups were going to stop 
bleeding on medical therapy without spending many 
days in a therapeutic trial, which if unsuccessful 
leaves the patient in a poor state for operation. Asa 
result of their experience they have adopted a policy 
of operating at an early period on all patients over 
approximately 40 years of age with bleeding from 
peptic ulcer that does not stop within 48 hours of 
entry, or having once stopped begins again in an ap- 
preciable degree. In addition, operation was seriously 
considered on the basis of the same temporal indi- 
cations when the diagnosis of extensive penetration 
was made or a complicating disease such as cirrhosis 
or diabetes mellitus was present. 

Harotp Laurman, M.D. 


Histologic Modifications in the Body and Fundus of 
Gastric Mucosa in Normal and Histamine- 
Treated Dogs Following Bilateral Thoracic Va- 
gotomy (La vagotomia toracica bilaterale in rap- 
porto alle modificazioni istologiche della mucosa gas- 
trica del corpo e del fondo dello stomaco di cane nor- 
male e dopo trattamento con istamina). EDOLO 
Focuiatr and ANTONIO Rurro. Arch. ital. chir., 
1949, 71: 333- 


The author studied the behavior of the gastric 
mucosa in a group of 8 dogs following bilateral supra- 
diaphragmatic vagotomy. There was a decided 
reduction in the thickness of the mucosa, an increase 
in the connective stroma, and a minor fullness of the 
vessels. 

The cells showed hypofunction as to secretion in 
all the glands, especially the mucous and pepsinogen 
cells. The mucinous cells contained little mucus, 
with the cytoplasm and nucleus displaced toward the 
basilar portion. The fundamental cells were smaller 
with a clear cytoplasm crossed by a faint reticulum 
and occupied by sparse secretion granules and with 
the nucleus displaced toward the basilar portion of 
the cell. 

A second group of dogs was treated with histamine 
for a period of 2 months with an injection of 1 c.c. of 
1 to 1,000 histamine every other day. A control 
biopsy was obtained before the injections. In this 
group there was noted a hypersecretion of all the 
glandular elements, which persisted after the injec- 
tions. There was a characteristic and abundant 
stratum of mucus covering the superficial epithe- 
lium. When vagotomy was performed on dogs 


treated with histamine in such a manner there was a 

marked regression in the glandular elements as well 

as in the connective tissue and vascular systems. 
Lucian J. Fronpvut1, M.D. 


Gastric and Duodenal Ulcers in Infancy and Child- 
hood (Das Ulcus ventriculi et duodeni bei Saeuglin- 
gen und Kindern) Cart-Gustav ZoEsBiscH. Deut. 
Gesundhwes, 1949, 4: 825. 


Ulcers of the stomach and duodenum in childhood 
occur much more frequently than is generally 
thought; however, in order to establish that they 
develop at this early age as frequently as in adult- 
hood would require further pathologicoanatomic and 
clinicoroentgenologic study. At present one would 
not be justified in concluding that the condition in 
childhood is on the increase. 

The author has examined the material in the 
pathologicoanatomic Institute at Goettingen. This 
material comprised 4,095 autopsies in the periods 
from January 1, 1936 to December 31, 1938, and 
from January 1, 1940 to June 30, 1946. These were 
all of children from birth up to 20 years of age. In 
51 (0.61 per cent) of these cadavers there were un- 
covered 25 gastric ulcers (6 females, 19 males) and 
26 ulcers of the duodenum (6 females, 20 males). The 
greatest number occurred in the first year of life 
(28 cases). Of these 28 cases the majority were in 
children who had died in the first week after birth. 
The remainder of the cases were scattered rather in- 
differently throughout the years up to the twentieth. 

The figures here given when considered together 
with the autopsy material previously reported seem 
to upset the supposition that early childhood re- 
mains free of gastric and duodenal ulcer. It is only 
that these conditions have not been diagnosed for 
lack of roentgenologic studies of these cases. 

The chief conditions which have tended to camou- 
flage the presence of an ulcer have been gastric 
neurosis and recurrent umbilical colic. Two cases 
are reported in which such diagnoses had been made 
and yet the roentgenologic examination uncovered, 
in the one case a gastric, and in the other a duodenal 
ulcer. Both ulcers were easily and quickly healed 
with proper treatment. 

As regards this proper treatment, it consists 
merely of the usual bland diet with teaspoonful 
doses of a solution of targesin (4 c.c. to 200 c.c. of 
water) three times daily. The child is kept in bed 
for from 4 to 6 weeks, or until no further evidence of 
ulcer can be elicited by roentgenologic examination. 
Of course, following the strict course of treatment, 
the further nutrition of the child will have to be 
carefully supervised and a half year later another 
roentgenologic examination is indicated. 

Joun W. BRENNAN, M.D. 


The Treatment of Malignant Obstruction of the 
Cardia. P. R. ALLIson and J. Borrte. Brit. J. 
Surg., 1949, 37: 1. 

There have been 310 patients with malignant ob- 
struction of the gastroesophageal junction who were 
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examined and treated in the thoracic surgical de- 
partment at Leeds up to June, 1948. At the same 
time there have been 96 with peptic ulcer of the 
lower esophagus, in 90 of whom dysphagia was pro- 
duced; and there were 56 obstructions due to cardio- 
spasm, 1 obstruction due to simple peptic ulcer of 
the stomach, and 1 to a simple tumor which proved 
to be a leiomyoma. In this series squamous carci- 
noma of the esophagus was about twice as common 
as peptic ulcer in the same site. The usual aim of 
treatment was to overcome the obstruction so that 
the patient could continue to swallow his food and 
saliva until he died. 

For palliative treatment, gastrostomy and jejunos- 
tomy are condemned because these operations carry 
a considerable mortality, add to the discomfort of the 
patient, do not relieve the distress, and give no evi- 
dence of prolonging life. The most satisfactory 
palliative measure is the crude one of passing 
bougies under direct vision until the lumen is wide 
enough to admit a Souttar’s tube. By this means a 
good life has been prolonged for as long as 18 months. 
Radiotherapy as a palliative measure has not yet 
done more than support the hope that it may be im- 
proved. Surgery itself does play a part in the pallia- 
tion of this condition. The operation is usually 
undertaken with a view to extirpation of the growth, 
and the impossibility of this is found out only when 
the growth is exposed. In this circumstance some- 
thing should be done to relieve the esophageal ob- 
struction. If the primary growth can be removed 
this should be done, followed by anastomosis in the 
mediastinum of the distal half of the mobilized 
stomach to the cut end of the esophagus. If the 
growth is not removable, it should be sidetracked by 
anastomosing the esophagus above it to a loop of 
jejunum according to the method of Roux. 

Radical surgical treatment involves a considera- 
tion of the spread of carcinoma of the lower third of 
the esophagus on the one hand, and the spread of 
carcinoma of the cardiac end of the stomach on the 
other. The spread from both sites is considered in 
detail in this article. The theoretical points involved 
have been repeatedly tested during the course of 
operative dissections and on postmortem material. 
The requirements of a radical operation for carci- 
noma of the upper half of the stomach based on 
these considerations consist of a block dissection to 
include the whole of the stomach and the lower end 
of the esophagus, the great omentum, the lesser 
omentum flush with the liver and medially up to the 
hepatic artery, the spleen, the pancreas with retro- 
sempre tissue and glands as far as its neck, the 
eft gastric vessels and surrounding tissue as far back 
as the celiac axis, a cuff of diaphragm around the 
cardia, and the posterior mediastinal cellular tissue 
as high as the inferior pulmonary vein. Although 
this is a big mass of tissue the dissection can be done 
in tissue planes with very little bleeding and prac- 
tically no contact with the growth. The duodenum 
is closed and the esophagus anastomosed to the 
jejunum. 
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The requirements of a radical operation for car- 
cinoma of the lower end of the esophagus are block 
dissection similar to that described for the stomach, 
but some modifications are used. The length of 
esophagus removed is greater but only the fundus, 
cardia, and lesser curvature of the stomach are re- 
sected. The rest of the stomach is closed and anasto- 
mosed to the esophagus in the mediastinum. 
Attached to that part of the stomach which comes 
away are the left half or third of the great omentum, 
spleen, body of the pancreas, and retroperitoneal 
tissues as for carcinoma of the stomach. More medi- 
astinal tissue is taken with the esophagus and strips 
of both mediastinal pleurae if necessary. If the 
growth has invaded the stomach, it is probably better 
to remove the whole stomach and anastomose the 
esophagus to the jejunum. 

Patients are selected mainly by a process of elimi- 
nation. The clinical findings which make patients 
unsuitable for the radical operation are: distant 
metastases, particularly in the glands at the root of 
the neck, in the liver, umbilicus, or pelvic peri- 
toneum; gross arterial degeneration, since the se- 
curity of a mediastinal anastomosis depends upon 
elastic arteries; and poor cardiorespiratory function, 
because lung infections are particularly liable to oc- 
cur after operation, and if the patient has no cardio- 
respiratory reserve he soon develops a fatal broncho- 
pneumonia. Thin patients as a rule are better risks 
than fat ones. Although loss of weight due to poor 
feeding does not preclude operation after suitable 
preparation, there appears to be a stage of emaciation 
beyond which resistance to the operation and to 
sepsis cannot be restored and sound healing of 
wounds cannot take place. The preoperative prepa- 
ration, anesthesia, operations, postoperative treat- 
ment, and complications are discussed in detail. 

In 189 (60 per cent) of 310 patients who were 
seen, medical treatment or intubation was used. 
Thirteen of 121 patients were subjected to operation 
before June, 1942; the operation usually consisted of 
local excision with antethoracic skin esophagoplasty. 
Since June, 1942, 108 operations have been done, 
of which 25 were exploratory, 10 were palliative 
esophagojejunostomies without excision of thegrowth, 
49 were partial resections, and 24 were total gastrec- 
tomies with partial esophagectomy. The 25 patients 
in the first group and the to in the second are all 
dead. Of the 49 in whom partial esophagogastrec- 
tomy was performed, 26 (53 per cent) died from the 
effects of the operation. Of the 23 patients who sur- 
vived operation, 9 are still alive and 14 are dead. 
Of the 24 patients upon whom total gastrectomy was 
performed, 7 died from the operation, a mortality of 
29 per cent; 3 patients died from metastases 52 days, 
5 months, and 7 months after the operation; 14 were 
alive from 2 to 25 months after the operation. 

The authors also report on their examination of 
the lymphatic glands in 15 specimens after radical 
block dissection for carcinoma of the stomach and 
lower end of the esophagus. 

Joun L. Lrnngutst, M.D. 
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Leiomyosarcoma of the Stomach. KENNETH WaAT- 
son. Brit. J. Surg., 1949, 37: 21. 

A case of leiomyosarcoma of the stomach is re- 
ported. The patient was a man 63 years of age who 
entered the hospital with complaints of indigestion, 
dyspnea on exertion, and frequency of micturition. 

During the early phase of the present illness an 
abdominal mass was palpated and was thought to be 
an enlarged spleen. Hospital and roentgenographic 
study revealed what appeared to be a gastric fistula 
with a subhepatic abscess on the left side. 

Because of the development of acute urinary re- 
tention a suprapubic cystostomy was done at the 
first stage, preceding which manual exploration and 
a biopsy of the abdominal tumor was carried out. 
At the second operation gastrectomy was performed. 
A study of the specimen revealed an exogastric 
leiomyosarcoma. At a third operation retropubic 
prostatectomy was done. 

A brief resume of leiomyosarcoma of the stomach 
covering the incidence, pathology, clinical features, 
differential diagnosis, and treatment is presented. 

Joun L. Lrnpguist, M.D. 


Modern Techniques in Gastric Surgery. WALTMAN 
Watters. Surg. Clin. N. America, 1949, 29: 1361. 


The author has included a discussion of the Billroth 
I resection as well as of its modifications by Schoe- 
maker, of The Hague, and by Charles H. Mayo and 
William J. Mayo. These modifications of the 
Billroth I operation with those of von Haberer are 
the ones most frequently used at the Mayo Clinic. 

The Billroth II gastric resection and its modifica- 
tions are also discussed. The techniques of the 
posterior and anterior Polya operations are de- 
scribed, and also the Hofmeister modification of the 
Polya operation. 

Numerous illustrations are included in the com- 
plete paper to clarify various steps of these operations 
described in the text. 


Adequate Subtotal Gastric Resection for Duodenal 
Ulcer. R. H. LABREE and M. G. GILLesprE. Arch. 
Surg., 1949, 59: 750. 


The authors have performed resection for benign 
peptic ulcer in 201 cases during the past 5 years. Of 
these, 121 were cases of duodenal ulcer. All patients 
were thoroughly studied in the Department of 
Internal Medicine prior to operation and all were 
given adequate trials of conservative therapy. The 
indications for operation were persistent and severe 
pain, obstruction, and hemorrhage, or any combina- 
tion of these three, all unrelieved by adequate and 
careful medical therapy. All cases therefore repre- 
sent patients with actual complications of duodenal 
ulcer and symptoms for many years. 

The authors resect at least two-thirds to three- 
fourths of the stomach, including the lesser curvature 
up to the esophagus or as near thereto as possible, 
and perform a retrocolic or antecolic gastrojejunos- 
tomy, using a short proximal jejunal loop. The anas- 
tomosis is of the open type and is followed by thor- 


ough peritoneal toilet. With the routine preopera- 
tive use of sulfasuxidine, sulfathalidine, or thalamyd, 
and gastric lavage, the authors have not had to 
abandon the open operation. Recently penicillin has 
been administered to patients for 1 or 2 days pre- 
operatively. An indwelling nasal suction tube is 
always pulled through the anastomosis and placed 
well within the proximal jejunal loop and thence into 
the duodenum. Since this protection has been added 
to the closure of the duodenal stump with silk 
sutures, blowout has not occurred. The authors have 
abandoned buttréssing the duodenal stump against 
the pancreas. 

In 16 per cent of cases, immediate postoperative 
complications occurred. Most common of these 
were pulmonary complications and wound infections. 
Among the other complications were retention, 
hemorrhage, subphrenic abscess, pelvic peritonitis, 
and intestinal obstruction. 

There were 7 deaths in the entire series, a mor- 
tality rate of 3.4 per cent. In the group with duo- 
denal ulcer there were 6 deaths, 3 of which the 
authors felt were not directly attributable to surgical 
error. Since August 1947, 74 consecutive resections 
for peptic ulcer have been performed without fatality 
and with only one serious complication. 

In an attempt to evaluate the results, question- 
naires Were sent to all patients subjected to resection 
for duodenal ulcer since January, 1943. Returns 
were secured in 100 cases. Uniformly, the highest 
percentage of excellent or good results was obtained 
in that group subjected to resection because of ob- 
struction, with or without pain. There were no poor 
results in this group. Less satisfactory results were 
apparent in the group presenting intractable pain, 
or pain with hemorrhage as the operative condition. 
Eighteen per cent of these patients had fair or poor 
results. The authors believe, from an analysis of 
other studies, that the results in this group may have 
been better with vagotomy. However, in many of 
these cases they found subacute or chronic perfora- 
tion of a posterior ulcer into the pancreas, and the 
question arises whether any operation short of actual 
excision or exclusion of the ulcer would result in 
permanent cure. Of the total questionnaires re- 
turned, 86 per cent of patients reported excellent or 
good results; 9 per cent had fair, and only 5 per cent 
had poor, results. The so-called “dumping syndrome” 
has occurred in only 3 patients and, of these, 2 have 
experienced relief over periods of from 1 to 4 years. 

When the cases were classified according to the 
type of operation, the figures indicated that the type 
of operation makes little difference in the end results, 
provided an adequate resection is performed. 

Harotp LavurMan, M.D. 


Postoperative Emptying Difficulties Following Gas- 
tric Resections. SturE RépEN. Acta. chir. scand., 
1949, 98: 99. 

The occurrence of emptying difficulties following 
gastric resections is rather common and, although 
usually not serious, causes discomfort to the patient. 
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_ TABULAR SURVEY OF THE MATERIAL. 
Vomiting here implies a ions of gastric content from vomiting or from the use of a tube after the amount of fluid drunk 


has been withdrawn. 
No. of patients that have Total loss of fluid from the stomach Preoperative and postoperative 
No. of Aver- vomited in liters complications 
Year | cases | 98° 
Continuous suture 
1943 9 | 42.2 2 s I 3 I 1 32 year old nurs-| 1 op. for perf. —37 
Wy ing orderly op. 
Mors 3 d. after 
op. from vitium 
1944 18 | 37.8 I I I 2 I I 649 year old. op. 
on ac- 
count 
rhage. B II 16 
days later 
1945 I9 | 42.0 4 I I I 3 2 I t | oop. for perf.) 1 op. for perf. —40 
—44.I 47 year) I g.€. —42 now 
old vomited] peptic ulcer 
35 d. re-op. to 
antecolic gastroen-| 
terostomy 
1946 Ir 39-3 I I 3 I 2 I 2 2 Es 
S:y | 57_| 41.9 4 fr 5 2 2 10 3 2 3 2 
20 patient, 110 days 104.9 liters 
Interrupted suture 
1946 I 47 
1947 18 | 41.6 5 I 3 2 I 1@ 1 perf. —47.1 perf. 
—46 g.e. a.c. on 
account of taut 
= fatty meso- 
colon 
1948 | 32 | 39.6 3 I 3 1 | 1 perf. —48. 1 37| 1 subphrenic ab- 
year old scess 
vomited 7 days 
liters since 
sudden passage 
S:y 51 8 I I 6 2 I I 
10 patient, 20 days 24.6 liters 


The sutural techniques employed for gastroen- 
terostomy are numerous and apparently all methods 
are successful if they accomplish contact of the serous 
surfaces. One or several rows of sutures are used 
with good results; they may be continuous or inier- 
rupted. Catgut is preferable, except for the seroser- 
ous suture for which silk may be used. Continuous 
suture is more rapid and more hemostatic, although 
the interrupted suture is said to offer more security. 

Emptying conditions are dependent upon many 
factors besides the sutural technique, such as trauma 
caused by anesthesia and operation; the position, 
size, and direction of the gastroenterostomy; the 
length of the loops; the condition of longitudinal 
contraction in the loop; the significance of damage 
to nerves; the role played by infection, membranous 
necrosis, swelling, and shrinking of the mesocolon. 
Swelling of the gastroenterostomy itself, caused by 


stasis, infection, and necrosis is a frequent obstacle 
in emptying. A continuous suture sets a limit to the 
stretching of the stoma, while interrupted sutures al- 
low stretching of the tissue between sutures. 

The author set up a clinical survey of all his gastric 
resections since 1943. In the first series he used the 
Billroth II (Polya-Reichel) technique which consisted 
of resection in the middle of the stomach with a retro- 
colic, anisoperistaltic, terminolateral gastroenter- 
ostomy with a short loop anastomosed to two-thirds 
or three-quarters of the gastric cross section situated 
nearest to the lesser curvature. 

Two rows of continuous sutures were used, one 
passing through all the layers of the wall and one 
through the serosa and about half of the muscle. No 
gastric drainage with a duodenal tube was resorted 
to except in cases in which there was a suspicion of 
emptying difficulties or vomiting. 
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The second series, in which operations were begun 
in November, 1946, has been treated in the same 
way with the sole exception that two rows of inter- 
rupted silk sutures were used instead of continuous 
catgut sutures. 

A comparison of the two series shows that post- 
operative vomiting and emptying difficulties were 
twice as common and much more persistent when 
the anastomosis was performed by continuous suture 
than when interrupted sutures were used. The de- 
tails are exemplified in the accompanying table. The 
author infers that interrupted silk sutures are supe- 
rior in so far as postoperative functioning of the 
gastroenterostomy is concerned. : 

Ernest D. BLOOMENTHAL, M.D. 


Effect of Distention on Intestinal Revasculariza- 
tion. Rupotr J. NoER and Wittiam 
Arch. Surg., 1949, 59: 542. 


The authors’ previously published experimental 
data indicated that injection studies of excised in- 
testine can be utilized for guarded inferences as to 
the situation existing in life. Investigation of routes 
for revascularization following experimental mesen- 
teric occlusion indicated that the maximum degree 
of devascularization compatible with life of the 
experimental animal was likewise the maximum 
area which could be filled through collateral chan- 
nels by injection techniques. Circulatory interrup- 
tion of sufficient extent to cause death of the animal 
also resulted in failure to fill similar areas by injec- 
tion. It thus appears that injection techniques may 
be utilized for investigation of circulatory situations 
in man which cannot otherwise be attacked with 
presently available methods. 

For the present studies, human autopsy material 
was utilized, the entire small intestine being re- 
moved as soon after death as possible, with the 
blood supply preserved intact. Twenty such speci- 
mens, varying between 18 and 20 hours postmortem, 
were used. Good injections were obtained in all 
cases, although capillary filling was invariably more 
nearly complete in the fresher material. Loops 
chosen for study were all from the lower part of the 
jejunum or the upper part of the ileum. In every 
case the entire intestine was injected through the 
superior mesenteric artery, which provided normal 
areas for comparison of the degree of filling obtained 
in the distended loops. 

India ink diluted in bovine plasma proved the 
best medium. All injections were made at room 
temperature, at pressures between 100 and 150 mm. 
of mercury. Slightly more rapid filling was obtained 
with the higher pressures, but complete filling was 
routinely obtained with pressures of 100 mm. of 
mercury or even lower. Drying of the intestine was 
avoided by repeated spraying of the surface with an 
atomizer. 

Intraenteric distention was produced by air in- 
flation of a condom balloon introduced into the loop 
being studied, the pressure being measured by a 
mercury manometer. Inflation of this balloon to the 


size ordinarily used in the course of the experiments 
was found to require pressure of not more than 5 
mm. of mercury. Injections were started above 70 
mm. of mercury, and injecting pressure was con- 
stantly maintained throughout the process of gradual 
deflation of the balloon by steps of 10 mm. each. 

The results showed that intraenteric pressures of 
70 mm. of mercury or higher prevented filling of the 
distended area of the intestine, even when all the 
mesenteric vessels remained intact. Gradual de- 
flation revealed that the larger arteries begin to fill 
between 60 and so mm., and that they are fairly 
well injected at pressures of 20 to 30 mm. Complete 
capillary filling, however, does not occur until com- 
plete deflation has been produced. 

Ligation of the vasa recta supplying the distended 
loop greatly accentuates the interference with filling 
produced by distention, since all filling must then 
take place by means of anastomoses within the in- 
testinal wall. 

It should be recognized that the situation which 
exists in the excised, nonviable intestine is vastly 
different from that which exists in life. Such factors 
as vasodilation and vasoconstriction, contractility 
of muscle, and variations in tissue tension must all 
be of great importance in determining the reaction 
of the intestine and its circulation to varying degrees 
of distention. However, these very factors tend to 
complicate the entire picture and make interpreta- 
tion of their individual importance a matter of con- 
siderable difficulty. 

The reported studies represent a simple and direct 
approach to the purely mechanical effect of disten- 
tion on the vessels lying within the wall of the 
intestine. The results, for the most part, are in 
accord with opinions expressed by many investi- 
gators: that distention, even in minor degrees, 
results in definite and often serious interference with 
the circulation within the intestinal wall. The 
purely mechanical effect of distention as demon- 
strated presents a serious hazard to the patient with 
intestinal distention, whatever the cause. The ur- 
gent need for prompt and complete decompression 
of the intestine is obvious. 

Noer and Derr concluded that intraenteric pres- 


sures above 70 mm. of mercury prevent filling of all . 


vessels within the wall. When the vasa recta and 
arcuate vessels remain intact, the larger arteries will 
fill despite intraluminal pressures of 20 to 40 mm. 
of mercury. Complete capillary filling can be ob- 
tained only when the intraenteric pressure is less 
than ro mm. of mercury. Interruption of the vasa 
recta supplying a distended loop results in inability 
completely to inject this partially devascularized 
loop until distention has been eliminated. 
TuRELL, M.D. 


Carcinoma of the Large Bowel. WittiAm A. HEn- 
pricks. Q. Bull. Northwest. Univ. M. School, 1949, 

23: 296. 
The factors which are indicative of the degree of 
malignancy in carcinoma are discussed. Kettle has 
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cited the interchangeability of the acinus and the 
solid structure in adenocarcinoma. Malignant cells 
usually have single, deeply stained nucleoli with ir- 
regular and ill-defined cell nuclei. These cells are re- 
generative, since malignant neoplasia is a regenera- 
tive, destructive process. 

Cells incapable of regeneration are not cancer cells. 
As a rule, malignant neoplasia probably follows 
chronic excessive destruction of differentiated cells; 
the more marked the differentiation in a squamous 
cell epithelioma, the lower the degree of malignancy. 
The cells of cancer are regenerative or undifferen- 
tiated cells. In scirrhous carcinoma the fibrous con- 
nective tissue is so prominent that a large proportion 
of cancer cells are destroyed. Endothelial leucocytes 
and lymphocytes, together with foreign body giant 
cells adjacent to cancer cells may play an important 
role in the destruction of the latter. 

Lymphocytic infiltration, fibrosis, hyalinization, 
and cellular differentiation suggest that these factors 
play a significant role as part of the natural defensive 
mechanism against cancer after it has developed, 
according to MacCarty. He concluded that when 
cellular differentiation, such as hyalinization and 
fibrosis, is present in association with carcinoma, 
postoperative survival is increased in carcinoma of 
the rectum and of the breast. 

In cases in which cells show a marked tendency to 
differentiate, many mitotic figures may be found. 
Chronic destruction of specific tissue gives rise to 
certain definite histologic, biologic, and chemical 
phenomena in the regenerative cells of such tissue; 
these are characterized histologically by hyper- 
trophy, hyperplasia, and migration; biologically, by 
hyperactivity, reproduction, and migration; and 
clinically, by being benign and by being malignant. 
It has been shown that cells of the migratory (ma- 
lignant) stage, when they acquire an environment 
similar to their normal environment, attempt to 
differentiate into tissue cells, for which they were 
originally intended. This is seen in the case of gland- 
ular tissue as well as protective epithelial tissue. 

Heretofore, cancers have been classified largely 
according to gross form, density, duration, and cause, 
and therefore are described as papillary, infiltrating, 
ulcerating, napkin-ring, colloid, encephaloid, scir- 
rhous, fulminating, and cystic tumors. Broders sug- 
gested a very simple and practical classification when 
he divided carcinoma into two general groups: 
(1) those arising from the regenerative cells of pro- 
tective epithelium, such as skin, lining of the mouth, 
urinary bladder, and vagina, known as epitheliomas 
or epidermoid carcinomas, and (2) those arising from 
the regenerative cells of gland or secretory epithe- 
lium, such as are found in the gastrointestinal tract, 
gall bladder, breast, prostate, and thyroid gland, 
known as adenocarcinomas. Broders reports cases 
of carcinoma in which both squamous cells and gland 
cells are seen in the same carcinoma. 

In the attempt to control themselves by the proc- 
ess of differentiation, carcinomas sometimes hinder 
their own growth, such as by keratinization, fibrosis, 
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and differentiating themselves into near normal cells. 
In the’present study, the classifications of Broders 
were used on the basis of cancer cells, irregular mi- 
totic figures, and on the structural types of cells 
present. Grade 1 is a carcinoma in which differentia- 
tion or self-control varies from 100 per cent to 75 
per cent, and undifferentiation varies from zero to 
25 per cent. Grade 2 represents a carcinoma in 
which differentiation ranges from 75 to 50 per cent, 
and undifferentiation ranges from 25 to 50 per cent. 
Grade 3 exemplifies carcinomas in which differentia- 
tion ranges from 50 to 25 per cent, and undifferentia- 
tion from 50 to 75 per cent. Grade 4 represents 
carcinomas in which differentiation varies from 25 
per cent to zero, and undifferentiation from 75 to 
100 per cent. 

In this series, the total number of patients studied 
was 182. They were divided into those living post- 
operatively, those dead of carcinoma at home, and 
those who died in the hospital and were subjected to 
autopsy in all but a few instances. The groups were 
again divided into graded types of carcinoma, based 
on Broders’s classification. The study of each group 
and each grade was then based on age, sex, duration 
of the lesion or of complaint, weight loss, presence of 
a palpable tumor at the time of physical examina- 
tion, anemia, type of operation, anatomic findings 
and complications, location of tumor, pathologic 
findings with reference to involvement of glands and 
serosa, postoperative survival of the Jiving and the 
dead, autopsy findings in patients dying in the hos- 
pital, and the question of recurrence in each group 
and grade. 

The results of the study are described in detail: 

1. The ratio of males to females was 13 to 7. The 
percentage of living males to females was 3 to 2. The 
percentage of dead males to females was 5 to 2. 

2. The average age of all females is slightly higher 
than that of all males. Age seems to bear no relation 
to the grade of carcinoma, being about equal in all 
grades. 

3. The average time of duration of the lesion is 
approximately equal in the living and dead groups; 
the average time of duration is greater for grades 2 
and 3 carcinomas than for those of grades 1 and 4. 

4. The average loss of weight of the patients who 
died was greater than that in the living group. In 
grades 1 and 2 carcinomas it was greater than in 
grades 3 and 4. 

5. A palpable tumor of the bowel at the time of 
physical examination was found in 78.5 per cent of 
all cases. A tumor was palpated in a higher percent- 
age of living patients than in those who died at home, 
but when the group of hospital deaths is included in 
the total, a palpable tumor was found about twice as 
frequently in the dead as in the living. A palpable 
tumor was found in a higher percentage of patients 
with grades 1 and 3 carcinomas than in those with 
grades 2 and 4 carcinomas. 

6. The average anemia was higher in those who 
died than in those living. The lower hemoglobin was 
found in patients with carcinomas of grades 3 and 4, 
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in which group the proportion of simple tumor was 
higher. 

7. The records of cases in which simple resection, 
or resection with Murphy button, was done show 
that a higher percentage of the patients are dead 
than living, the ratio being about 7 to 4. In the 
cases in which resection with ileostomy was done, 
the percentage of living patients was higher, about 
8to 7. With use of the Mikulicz procedure, the dead 
outnumber the living 2 to 1. In cases in which ileo- 
colostomy was done as a palliative procedure, or ex- 
ploration alone was carried out, all patients are dead 
except 1 in the former group. 

8. Postoperative survival according to operation 
revealed the fact that patients who had undergone 
simple resections and Mikulicz operation lived longer 
than patients who had had resections with a Murphy 
button or with ileostomy. In all surgical procedures, 
the postoperative survival at the time of this survey 
was greater than the number of deaths. 

9. Complications observed at operation were 
much more prominent among the group of patients 
who died than among those who are living, being 
twice as frequent in the former group. Surgical 
complications were about equal in all grades. 

10. The cecum was found to be the seat of the 
tumor in the greatest percentage of cases, decreasing 
in frequency toward the hepatic flexure. In all cases 
in which the right bowel was involved, the dead out- 
numbered the living by approximately 2 to 1, except 
in the area of the ascending colon near the hepatic 
flexure, in which instance the living outnumbered the 
dead by 7 to 3. In all grades of carcinoma, the per- 
centage of cases was highest in the ascending portion 
of the colon, next in the cecum, and least prominent 
in the area of the hepatic flexure. The prominence 
in the number of cases per area is directly propor- 
tional to the predominance of colloid carcinoma. 

11. There was no glandular involvement in grade 
1 carcinomas. In grades 2, 3, and 4, involvement of 
the glands increased with the grade. The relative 
proportion of involvement with a simple or colloid 
carcinoma is dependent on the grade of the tumor, 
being predominantly colloid in grade 2, and predom- 
inantly simple in grade 4. The greater number of 
cases fall in the living group; here, life after operation 
was definitely longer in comparison with those who 
died at home, but when the number of hospital 
deaths is added, the number of cases with involve- 
ment is greater among patients who died, but the 
postoperative life is decreased, particularly in hos- 
pital deaths. In all three groups—the living, those 
who died at home, and those who died in the hospital 
—a higher percentage of each grade of carcinoma 
occurred in those who died, as compared with the 
living; this percentage ratio increases with the grade. 

Serosal involvement, being but a continuity or 
extension of the growth, was found to be more prom- 
inent among patients who died. 

12. The elapse of time before recurrence of the 
tumor was longer in the living than it had been in 
the dead. It was greater in grade 1 tumors than in 


INTERNATIONAL ABSTRACTS OF SURGERY 


grades 2 and 3, and four times as great in grade 4 
tumors, which is proportional] to the prominence of 
colloid tumor found in each grade, being greatest in 
grade 1 and least in grade 4. The frequency of re- 
currence was greater in grade 4 tumors than in grades 
I, 2, or 3. In the dead, the age of recurrence was 
younger than in those who are living. The number 
of recurrences in males was approximately twice that 
in females. The most frequent site of recurrence was 
in the bowel. 

13. At autopsy, the most frequent sites of meta- 
stasis were found to be the glands, the liver, and the 
pancreas; next in frequency were the lungs, the dia- 
phragm, and the uterus. 

It is interesting that in the case of diaphragmatic 
involvement, no other organ or section of the body 
was involved by metastasis. The incidence of meta- 
static involvement is directly proportional to the 
grade of the tumor, being absent in grade 1 and more 
frequent as the grade number rises to 4. 

14. Autopsy was performed on 83.3 per cent of 

atients who died in the hospital. The prominent 
actors of death were peritonitis, carcinoma with 
metastasis, and pulmonary complications. In the 
contributory causes, bronchopneumonia associated 
with peritonitis was observed most frequently. The 
least prominent factor was embolism. 

15. The postoperative survival of the living and 
dead, exclusive of hospita] deaths, was definitely 
longer in patients with grade 1 tumors, and decreased 
with each succeeding grade, being shortest in those 
with grade 4 carcinoma. Including hospital deaths, 
the duration of postoperative life was very short. 
Even so, patients with grade 1 tumors lived a much 
longer time than those with grades 2 and 3 tumors, 
and twice as long as those with grade 4 tumors. 

16. The number of dead was greater than that of 
the living, particularly when hospital deaths are in- 
cluded. Tumors of grades 2 and 3 occurred much 
more frequently than those of grades 1 and 4—ap- 
proximately 3 to 1. Grade 2 is the most frequent 
type, and grade 1 is least frequent. Death occurs 
most frequently in grade 4 carcinoma and the rate 
of death decreases with each grade except grade 1. 

In the total calculation of all cases, all groups, and 
all grades, the tumors in which colloid was found 
were about equal in number to those in which no 
colloid could be demonstrated. 

Ernest D. BLOOMENTHAL, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Bacteriologic Findings in Biliary Calculosis (Reperti 
batteriologici nella calcolosi biliare). D. BasTAGLI 
and F. Brititanti. Arch. ital. mal. app. diger., 1949, 

The authors studied 20 patients with biliary cal- 
culi from a bacteriologic point of view. There were 
16 with cholecystolithiasis and 4 with choledocho- 
lithiasis. In 8 of the former there were no organisms 
cultured. In 3 of the latter organisms were cultured. 


SURGERY OF THE ABDOMEN 


In the 1 case that was sterile the bile obtained came 
from the gall bladder. A different organism was 
found in all of the cases except 2 which revealed the 
Escherichia coli. 

The authors believe that when stasis in the com- 
mon duct is accompanied by a mechanical block the 
latent organisms become more virulent. The spread 
of infection to the gall bladder is by way of the 
lymphohematogenous route rather than the canalic- 
ular route. This interpretation is accepted because 
of the diversity of organisms found in the two differ- 
ent parts of the biliary system. 

Luctan J. Fronputi, M.D. 


The Diagnosis and Treatment of Acute Cholecysti- 
tis (Diagnostico y tratamiento de la colecistitis agu- 
da). Ramon Ortuzar and Juan Troncoso. Rev. 
méd. Chile, 1949, 77: 417. 


Observations on 50 patients with acute cholecys- 
titis, operated on from 15 to 60 days after the onset 
of the disease, demonstrated the variability of. the 
anatomopathologic processes. The authors noticed 
a lack of parallelism between the severity of the 
pathologic process on one hand and the clinical signs 
and symptoms on the other. — 

The entire material was divided, according to the 
gravity of the clinical picture, into 3 groups: slight, 
moderately severe, and grave. Empyema or a phleg- 
mon of the gall bladder was encountered in 64 per 
cent, 50 per cent, and g2 per cent, respectively, 
These figures clearly demonstrate the fact that the 
clinical picture may easily lead the physician to an 
erroneous diagnosis and that in spite of a grave path- 
ologic change he may consider the condition as slight 
or moderately severe. 

Forty-six of the 50 patients were women, and the 
condition occurred most frequently in the fourth and 
fifth decades of life. One patient succumbed to pul- 
monary embolism and another to general peritonitis. 

The inability to recognize clinically the gravity of 
the pathologic process and to predict the course of 
the process, and also the low mortality of an early 
operation indicate early surgical intervention. 

The authors raise the following objections to an 
early operation: 

1. The patient is rarely seen within 48 hours after 
the onset of the condition. Eighty per cent of the 
authors’ patients were admitted 4 days or later after 
the initial symptoms. 

2. The diagnosis of acute cholecystitis cannot be 
firmly established within the first few hours in a rela- 
tively large percentage of cases. 

3. Empyema, which requires an early interven- 
tion, cannot be easily distinguished from catarrhal 
cholecystitis, in which operation can be postponed. 

4. Technical difficulties may arise because of the 
fact that in the great majority of cases previous at- 
tacks had created inflammatory processes. 

5. Gangrene or perforation of the gall bladder 
occurs relatively rarely. 

6. A complete cholecystectomy rather than a 
cholecystostomy or a partial cholecystectomy can be 
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performed in a much larger percentage of cases when 
the operation is performed at a later date. 

7. Even in grave cases, such as those with empy- 
ema or a phlegmon, the results of a delayed opera- 
tion are good. 

The preoperative preparation of the patients con- 
sists of sedation, establishment of the water and elec- 
trolyte balance, chemotherapy, and the administra- 
tion of antibiotics and menadione. 

JosEern K. Narart, M.D. 


Physiologic Studies in Cases of Stricture of the 
Common Bile Duct. WALTMAN WALTERS. Ann. 
Surg.. 1949, 130: 448. 

The 186 cases of stricture of the common and 
hepatic bile ducts in which operations were per- 
formed have given evidence of the beneficial effects 
of studies of liver function and preoperative and 
postoperative treatment directed toward compensa- 
tion for the disturbances resulting from the biliary 
obstruction. Prevention of bleeding has been ac- 
complished by the administration of vitamin K and 
blood. As a result, the syndrome of hepatorenal 
insufficiency does not occur. More diligent search 
for both ends of the duct beyond the stricture has 
been productive of a greater percentage of cases in 
which anastomosis of the duct to the duct or the duct 
to the duodenum could be accomplished. As an 
indication of the benefits of this routine the mortality 
rate of 10 per cent in the 98 cases in which operation 
was performed from 1924 to 1939, inclusive, has 
been reduced to 3.4 per cent in the 88 cases in which 
operation was performed from 1940 to 1948, in- 
clusive. If the mortality rate in the last group is 
figured on the basis of operative procedures, since 
reoperations were performed for recurrence of the 
stricture in some cases, it is only 2.6 per cent. 

During these years evidence accumulated in- 
dicates that after a biliary-duodenal anastomosis, 
reflux of food (barium or air) into the common and 
hepatic ducts is not responsible for pain, fever, or 
jaundice but that these symptoms are the result of 
recurring obstruction of varying degree at the site 
of the previously made anastomosis. This is im- 
portant because of the simplicity and ease of these 
operations in comparison to the operation needed to 
anastomose the duct to the jejunum, especially in 
cases in which the Roux-Y principle of jejunal 
anastomosis is used. 

Studies are under way to determine whether the 
results of anastomosing the ends of the duct are as 
good, better, or worse than those of anastomosing 
the proximal end of the duct to the duodenum. In- 
volved in this problem is the fact that concentric 
contraction occurs at the site of most circular or 
tubular ductal anastomoses to a greater or less de- 
gree unless prevented by a tubular prosthesis until 
the usual period of such contracture has passed. 
Whether this applies to a greater degree in anasto- 
mosis of the duct to the intestine remains to be de- 
termined. Hence the question arises whether in or- 
der to preserve the function of the sphincter of Oddi 
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an operation should be performed which may be 
followed by a higher incidence of recurring obstruc- 
tion at the anastomosis than follows choledocho- 
duodenostomy. 

To prevent contracture of a circular biliary ductal 
anastomosis, a rubber catheter extending from the 
hepatic duct into the duodenum may be used as a 
splint. The catheter which will be pulled into the 
duodenum by peristalsis can be maintained in posi- 
tion by a silk suture passing through it and brought 


out to the skin where it is anchored to a button as_ 


advised by McArthur. Other short tubes, even of 
vitallium, placed within the duct will have their 
lumina plugged and obstructed by bile, and bile will 
accumulate about them. Foreign bodies will ob- 
struct the common duct unless they are removed for 
they will not pass through the sphincter of Oddi. 
Hence they should not be used. Prostheses of any 
type used to prevent contracture in anastomosis of 
the duct to the intestine will likewise become ob- 
structive agents if they remain in place too long. 
Fortunately this practically never occurs because 
they will pass into the intestine within a few weeks 
unless prevented from doing so by fixation with a 
silk suture brought to the exterior. 


Intrahepatic Cholangiojejunostomy for Biliary 
Obstruction—Further Studies. W. P. LoncmirEe 
and M. C. SANFrorp. Ann. Surg., 1949, 130: 455. 


The operative procedure for biliary obstruction 
under consideration is the anastomosis of the jejun- 
um to one of the large intrahepatic biliary ducts after 
partial resection of the left lobe of the liver. As 


previously described, the operation has its especial 
application in the cases in which other methods of 
biliary reconstruction for extensive benign stric- 
tures of the extrahepatic biliary system have proved 
ineffectual. 

The incision into the left lobe of the liver is carried 
deep enough to expose a major branch of the intra- 
hepatic biliary system. A careful mucosa-to-mucosa 
anastomosis between the divided end of the biliary 
duct and the jejunum was accomplished in 4 cases. 
A single limb of jejunum fashioned after that de- 
scribed by Roux was used for the anastomosis in the 
last 3 cases rather than the simple loop of jejunum 
accompanied by a proximal enteroenterostomy which 
was utilized in the first operation. 

The method is presented as one which will allow 
one to approach the difficult recurrent cases of 
biliary stricture not in the area of the portal triad 
where the amount of scarring and distortion is 
maximum but rather in a relatively free area wherein 
the anastomosis can be accomplished without undue 
difficulty. Hemorrhage from the incised portion of 
the left lobe of the liver is controlled by the use of 
mattress sutures. 

It is suggested that the procedure is applicable 
even in the cases in which the obstruction may have 
extended far enough to involve the intrahepatic 
communication between the right and left lobes of 
the liver. In such instances it can be expected that 
the left lobe will enlarge while the right will atrophy. 
In most cases it can be expected that biliary drainage 
will be adequate even if only one hepatic lobe is 
drained. OrviL_e F. Grimes, M.D. 
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GYNECOLOGY 


UTERUS 


Papillary Fibroepithelioma of the Uterine a 
(Fibro-epithelioma Papillare der uterus Hoehle). 
von VeGH. Geburtsh u. Frauenh., 1949, 9: 473- 


Benign fibroepithelial blastomas of the uterus 
usually originate in the cervix and vaginal portion, 
seldom in the uterine cavity or isthmus. 

A 67 year old patient who complained of spotting 
for a period of 10 days was found on examination to 
have a necrotic tumor mass presenting in the cervix. 
This was removed by morcellement through the 
cervical canal, leaving a raw area on the right side of 
the isthmus. The tumor was firm and papillomatous, 
— in color, and resembled a hydatidiform 
mole 

Multiple histologic sections revealed a papillary 
surface consisting of connective tissue stroma cov- 
ered with stratified, nonkeratinizing, squamous 
epithelium. In the deeper layers of the tumor were 
irregularly scattered cysts lined with simple columnar 
epithelium. The epithelial layer had sloughed away 
in some portions, leaving residual areas of inflamma- 
tion. In several areas, typical cells giving the im- 
pression of sarcomatous degeneration were seen. 
Vaginal hysterectomy was therefore accomplished 
several days later. Serial sections disclosed that the 
tumor had originated on the right wall of the uterine 
cavity at the internal os. The mucosa of the cervix 
and corpus was normal except for inflammatory 
changes. No malignant extension was found. Fol- 
low-up examination of the patient was negative for 
recurrence of the tumor or metastases. 

Concerning the genesis of the tumor, the author 
believes that it is a true tumor of the uterus, the 
squamous epithelium resulting from metaplasia due 
to chronic inflammation or hormonal disturbance. 
Serial section showed that there was no connection 
with the squamous epithelium of the cervix. The 
fact that the tumor appeared so late in the life of the 
patient is evidence against its origin from any residu- 
um of the Wolffian duct, as these disappear during 
adolescent development. 

The sarcomatous changes noted in the connective 
tissue led to the belief that this was a mixed tumor, 
active growth being present in both the epithelial 
and connective tissue elements. 

L. Krasner, M.D. 


A Statistical Study of Cancer of the Corpus Uteri. 
J. P. Parmer, M. C. Rermnwarp, M. G. Sapucor, 
and H. L. Gottz. Am. J. Obst., 1949, 58: 457. 


Nine hundred fifty-seven cases of corpus cancer 
admitted to the Roswell Park Memorial Institute, 
Buffalo,, New York, from 1913 to 1943 are con- 
sidered, and end results given for the entire group 
and for each clinical classification. Total hysterec- 
tomy and bilateral salpingo-oophorectomy following 


preoperative radiation produced the best cure rate. 
Various clinical classifications are discussed, none of 
‘which seems entirely satisfactory, and it is thought 
that some clinical classification employing all of the 
factors which influence the end results should be 
adopted so that the end results from the various 
clinics could be compared and evaluated. Comments 
are made on the high incidence of diabetes, over- 
weight, late menopause, and sterility among pa- 
tients with corpus cancer, and the low incidence of 
corpus cancer among Jewish and negro women. 
Baron, M.D. 


Specific Malignant Cells Exfoliated From Prein- 
vasive Cancer of the Cervix Uteri. H. E. Nir- 
Burcs and E. K. Punp. J. Obst., 1949, 58: 532. 


The present report concerns the discovery of 22 
cases of preinvasive cancer of the cervix, and 4 
borderline cases (discovered by endocervical smear 
technique) among 3,700 women undergoing routine 
investigation. It is believed that the cells of this 
type of lesion are more or less characteristic; they 
were found in 30 of 34 cases of preinvasive cancer. 
In 19 of 21 cases the diagnosis was clinically sus- 
pected and confirmed by biopsy. 

The technique of endocervical smear in the detec- 
tion of these small early lesions seems to be some- 
what superior to the original vaginal smear tech- 
nique. Briefly, an ordinary cotton swab applicator 
is inserted about % to 34 inch into the cervical 
canal, is twirled a few times, spread on a slide, and 
fixed immediately in a solution of equal parts of 
ether and a 95 per cent solution of alcohol. 

Jane C. M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Actinomycosis of the Ovaries and Fallopian Tubes. 
RussELt J. PAALMAN, MaAtcotm B. DockErTy, and 
Rosert D. Mussey. Am. J. Obst., 1949, 58: 419. 


Actinomycosis of the ovaries and fallopian tubes 
is one of the less common, yet serious, diseases of the 
female pelvic viscera. It is a disease with which 
every gynecologist and abdominal surgeon should be 
familiar. The causative organism usually is the 
Actinomyces bovis. The organism is a normal in- 
habitant of the alimentary tract, which usually is 
the origin of the infection, although entry by way of 
the vagina is possible. The habit of chewing grain 
or grasses and contact with animals or human beings 
afflicted with actinomycosis are not etiologic factors 
in the disease. The fallopian tubes and ovaries are 
the usual sites of the infection. 

The gross pathologic picture is one of a spongy, 
honeycombed, granulomatous mass with adhesions 
and sometimes with sinuses to surrounding struc- 
tures. The microscopic picture is that of multiple 
abscesses encased in a granulomatous fibroblastic 
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stroma. The fungi are typically found in the abs- 
cesses and in the lining of the accompanying sinus 
tracts. Actinomycosis spreads by direct extension 
or by the blood stream. It rarely spreads by way of 
the lympathic vessels. The clinical picture of the 
disease is not characteristic, and is similar to pelvic, 
inflammatory disease of other causation. The posi- 
tive diagnosis depends on the finding of colonies of 
the organism bacteriologically or pathologically. 

The treatment of actinomycosis of the female 
pelvic viscera is both surgical and medical. Radical 
removal of all diseased tissue is the surgical ideal. 
Although iodides and roentgen therapy still have a 
place in the medical program for actinomycosis, 
therapy with both sulfonamide drugs and penicillin 
administered in large doses over protracted periods 
gives the best results. In spite of radical surgical 
treatment and chemotherapy, the prognosis of this 
disease is still to be regarded as serious. 


Histochemical Observations on Granulosa Cell 
Tumors, Thecomas, and Fibromas of the Ovary. 
D. G. McKay, D. Rostnson, and A. T. HERTIG. 
Am. J. Obst., 1949, 58: 625. 


Histochemical studies, designed to demonstrate 
the location of ketosteroids, were carried out on 3 
granulosa cell tumors, 8 thecomas, and 2 fibromas 
of the ovary. The functional state of each tumor was 
evaluated on the basis of the patient’s history or the 
state of the endometrium, and in 1 case, the estrogen 
concentration in the urine. 

In general, the reactive materials were present in 
the theca cells of thecomas and in the thecalike cells 
of the granulosa cell tumors. From these and other 
considerations it seems likely that the thecal com- 
ponent of granulosa cell tumors, rather than the 
tumor cells themselves, is concerned in hormone pro- 
duction. One case of a nonestrogenic or “pure” 
granulosa cell tumor was reported. 

Steroid substances were not present in the col- 
lagenous connective tissue of thecomas nor in the 2 
fibromas. It is concluded that histochemical studies 
are capable of differentiating active thecomas from 
inactive thecomas and fibromas. 

Baron, M.D. 


Evaluation of Tubal Permeability (Evaluation de la 
perméabilité tubaire). Raout Patmer. Rev. fr. gyn. 
obst., 1949, 44: 181. 


There are five principal methods for the evalua- 
tion of tubal permeability, each of which is recom- 
mended as the method of choice, or even as the only 
valid one by some gynecologists. They are: (1) 
kymographic uterotubal insufflation, (2) hysterosal- 
pingography with lipiodol, (3) hysterosalpingopelvi- 
graphy with organic iodized substances in aqueous 
solution, (4) hysterosalpingography with organic 
iodized substances in hydroviscous penicillinized 
solution, and (5) abdominal or vaginal celioscopy 
with uterotubal injection of colored fluid. In fact, 
the author thinks there is no one method of choice, 
but that there are several methods which comple- 


ment one another and must be used successively, from 
the simplest to the most complex. He uses the fol- 
lowing procedure: 

He always begins with kymographic uterotubal 
insufflation, sometimes at the first examination if the 
date is convenient, and there is no suspicion of in- 
fection. 

1. If this insufflation reveals obturation or tight 
stenosis, he repeats the insufflation the following 
month after the administration of an antispasmodic 
(actually a trinitroglycerin test). If the disturbance 
of permeability is not influenced, he performs, 1 
month later, a hysterosalpingography with organic 
iodized substances in hydroviscous penicillinized so- 
lution. If operation is contemplated, he does a celio- 
scopy to evaluate the chances of its success. 

2. If the insufflation has shown an atypical pas- 
sage curve with clear signs of pneumoperitoneum, he 
often recommends diathermy or short wave therapy 
and performs another insufflation 2 or 3 months later; 
if the curve is still atypical, and there is no pregnancy 
after 2 or 3 months, he does a hysterosalpingography 
with organic iodized substances in hydroviscous 
penicillinized solution. If this is not followed by 
pregnancy, and all other fertility factors appear to 
be normal, he performs a transparietal celioscopy 
with section of adhesions by the galvanocautery; he 
has obtained two pregnancies which he attributes 
to this section of adhesions. 

3. If the initial insufflation gives a normal oscil- 
lating curve with signs of pneumoperitoneum, he 
studies the other fertility factors, and if they appear 
normal and no pregnancy has occurred after from 3 
to 6 months he does a hysterosalpingography with 
lipiodol. If this reveals a latent unilateral hydro- 
salpinx, or seems to show a stenosis of the pavilion 
or peritubal adhesions, and no pregnancy has super- 
vened in the following 3 to 6 months, he performs a 
transparietal celioscopy with eventual section of 
adhesions. If the lipiodol has revealed nothing ab- 
normal, he sometimes does a celioscopy as a last 
recourse, just for observation. In several of these 
cases he has found an atrophied pavilion with poorly 
developed fimbria, and sometimes a periovarian veil 
without any peritubal adhesions; section of this veil 
has been followed by pregnancy in 1 case. 

4. Celioscopy has been performed before explora- 
tion of tubal permeability when gynecologic exami- 
nation revealed the presence of suspicious pelvic 
masses which could not be identified. When celio- 
scopy showed that there was no reason for alarm, in- 
sufflation or uterotubal injection of colored fluid was 
immediately performed under celioscopic control. 

5. When intervention is decided upon, it is al- 
ways necessary to do a hysterosalpingography with 
organic iodized substances in hydroviscous penicil- 
linized solution to make sure of the exact condition 
of the uterine and tubal cavities, even when the 
woman presents a lipiodol film made 1 or 2 years 
previously. On several occasions the author has 
found important changes that had occurred since 
such an examination. Ricwarp Kemet, M.D. 
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GYNECOLOGY 


Tumors of the Round Ligament of the Uterus (Les 
tumeurs du ligament rond de I’ utérus). P. MADILHAC. 
Rev. chir., Par., 1949, 68: 223. 

Tumors of the round ligament of the uterus are 
rare. Although first observed in 1805, only about 
400 cases have been reported, and the latest statistics 
show an incidence of 0.017 per cent in 18,000 gyne- 
cologic operations. They occur most frequently in 
women between the ages of 40 and 50, and in 70 per 
cent of the cases they occur on the right side. Their 
histologic structure varies greatly and includes 
fibromyomas and endometriomas (the most frequent 
forms), cysts, lipomas, and malignant tumors. 

The fibromyomas may undergo transformation 
(calcareous infiltration and softening with edema- 
tous aspect), or degeneration (exceptionally fatty, 
more frequently myxomatous). The endometriomas 
have a tendency to invade the surrounding tissue and 
neighboring organs, but this invasion is not of a 
malignant character. Distant metastasis is never 
encountered, and even when resection is incomplete 
the tumor stops growing, and in most cases disap- 
pears. Among the cysts, cystic tumors must be dis- 
tinguished from true cysts, which are uncommon, 
present numerous analogies with ovarian cysts, and 
may be serous, mucoid, or dermoid. The lipomas, 
whether primary or occurring as the result of fatty 
degeneration of a fibroma, are rare; only 3 cases have 
been reported. 

Only from 1 to 2 per cent of all tumors of the round 
ligament become malignant, nearly always from de- 
generation of a fibromyoma; more rarely they have 
their origin in embryonic epithelial elements in- 
closed in the round ligament; sarcoma is the type 
most frequently observed. 

Clinically, intraperitoneal tumors located near the 
pelvic organs present symptoms comparable to those 
of tumor of these organs. Pain is rarely experienced 
in patients with tumors of moderate volume, but 
increase in volume causes pain by pull on the pelvic 
peritoneum, a sensation of heaviness, and also pain 
in the bladder, abdominal wall, and thigh on the 
same side. Endometrioma presents certain symp- 
toms regardless of where it is located, since it is in- 
fluenced by the circulating hormones, as is the uter- 
ine mucosa. 

The subperitoneal tumors develop between the 
abdominal wall and the anterior leaf of the broad 
ligament and in their development they compress the 
organs of the small pelvis, particularly the ureters 
and the external iliac vessels; they may adhere to 
the bladder and the intestine. 

The inguinal tumors occur most frequently (60 to 
65 per cent), grow slowly, and may remain inside the 
inguinal canal and distend it, or issue from one of its 
openings, usually the external opening. The tumors 
of the labia majora are often originally inguinal tu- 
mors whose weight and volume have caused their 
downward migration while the skin becomes dis- 
tended and forms a pedicle. 

The diagnosis of intraperitoneal tumor of the 
round ligament is rarely made and is very difficult in 
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subperitoneal tumors. In tumors of the inguinal 
region,-the first impression is that of hernia. The 
persistence of Nuck’s canal, which occurs in 10 to 12 
per cent of the cases and may be transformed into a 
pseudocyst, a prehernial lipoma or a lipoma, devel- 
oped at the expense of local fatty tissues, a fibrous 
tumor originating in an aponeurosis, an enchondroma 
and a varicocele may simulate a tumor of the round 
ligament. In tumors of the labia majora, three diag- 
noses may be considered: superficial cysts, deep serous 
cysts, and cysts of Bartholin’s gland; but tumors of 
the round ligament are always located at the upper 
part of the labia majora and in their axis. 

The prognosis depends. essentially on the histo- 
logic nature of the tumor: benign tumors have a good 
prognosis, with reservations because of possible 
malignant degeneration. If the tumor is large, the 
adhesions which it has necessarily contracted will 
impose some reservations as to the intervention. 
Malignant tumors and especially sarcomas have a 
bad prognosis, and survival rarely exceeds 3 years. 

Treatment is essentially surgical and will depend 
on the individual case. RicHARD KEMEL, M.D. 


MISCELLANEOUS 


Examination of the Vaginal Smear by Means of 
Phase-Contrast Microscopy (Untersuchungen des 
Vaginal-Smears mittels Phasenkontrastmikroskopie). 
H. RuncE, A. VoEcE, and H. HASELMANN. Geburtsh. 
& Frauenh., 1949, 9: 627. 


The center of scientific interest in the diagnosis of 
malignancy of the female genitalia. by means of the 
vaginal smear technique has been fixed today in the 
so-called protoplasmic changes in the suspected cells. 
This report attempts to show some of the advantages 
of the technique of phase-contrast microscopy (PC 
technique) over the so-called stained smear method 
as described by Papanicolaou and Traut in the dem- 
onstration of these protoplasmic changes. 

In the authors’ method the usual secretion pro- 
cured from the region of the posterior fornix of the 
vagina, instead of being smeared directly on the 
cover glass, dried, and stained, is diluted with 
Ringer’s solution. A portion of the dilution is then 
placed on the slide and preserved from evaporation 
by sealing it in under the cover glass with a wax 
colophonium preparation. The specimen is then ex- 
amined immediately. 

A series of comparative photomicrographs illus- 
trates the differences in appearance following the 
PC technique and the ordinary staining method. 
Although it is admitted that good photographic re- 
productions are harder to obtain and less apt to be 
complete when the PC technique is used, since the 
cell is unstained and not flattened to a more or less 
single plane but remains in its full rounded original 
form, yet this is actually of value in the visual exam- 
ination as it permits of a better idea of the natural 
contours of the objects seen. 

This method is designated by Haselmann as the 
method of the “primary optical structure.” Never- 
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theless, the photomicrograph is sufficiently reliable 
to act as a permanent record of the findings, which 
partially overcomes the advantage of the smear 
method, in which the stained specimen may be put 
aside and examined or re-examined at any period 
later on, or may even be made a part of the record 
itself. 

With the PC technique the greater size of the 
malignant cell and its atypical characteristics are 
much more evident than with the staining methods, 
which is especially helpful when comparing the cell 
with the normal cells of the body, such as the eryth- 
rocytes, perhaps because the more fluid character of 
the tumor cell is more subject to shrinkage and con- 
densation with the staining process. With the PC 
technique the nucleus is larger and clearer, with 
more evident abnormal clumping of the chromatin. 
The abnormal mitoses, the amitoses, and the char- 
acteristic tadpole forms of cells are strikingly evident. 

Considering therefore the advantages here enum- 
erated and the ease, simplicity, and rapidity of the 
examination, the authors recommend the PC tech- 
nique as a substitute, or at least as a supplementa- 
tion, of the original method of Papanicolaou and 
Traut. Joun W. Brennan, M.D. 


Tubal Sterilization Through the Vagina. Harry 
Boysen and Louis A. McRae. Am. J. Obst., 1949, 
58: 488. 

The authors report the sterilization of 169 non- 
pregnant patients with 1 failure. The morbidity was 
almost nil when no additional surgical procedures 
were done. The morbidity and hospital stay were 
markedly increased with the addition of plastic pro- 
cedures. Results with the combination of thera- 
peutic abortion and sterilization have been much less 
favorable: 1 failure in 19 when the Pomeroy tech- 
nique was carried out and 4 failures in 11 when 
cornual resection was employed. The hospital stay 
was increased in spite of the fact that no additional 
plastic work was done. Although there were no 
deaths following any of the procedures, 2 patients 
were critically ill following therapeutic abortion and 
sterilization. CHARLEs Baron, M.D. 


Experience Gained in Gynecological Relaparotomies 
(Erfahrungen aus gynaekologischen Relaparoto- 
mien). E. KuEHNL. Geburtsh. & Frauenh., 1949, 9: 
666. 


The material for this discussion consisted of 200 
relaparotomies in a total gynecological laparotomy 
experience during the 11 years from the middle of 
1937 to the middle of 1948 at the University Gyne- 
cological Clinic of Erlangen, Germany. There were 
2,548 purely gynecological celiotomies. However, the 
innocent-looking percentage figure (7.68%) is decep- 
tive as almost half of these 200 relaparotomies were 
done during the past 3 years. In the great majority 
of the cases the previous operation or operations were 
done in other institutions; however, 19 patients were 
from the author’s own operative material. In 162 
cases (86 per cent) the relaparotomy was the first, in 


24 (12 per cent) it was the second, and in 2 (1 per 
cent) it was the third. In 2 cases the procedure car- 
ried out was the sixth relaparotomy and in 1 case it 
was the seventh. The primary operative mortality 
for the repeated laparotomies was 15 (7.5 per cent). 

Of this total number of relaparotomies, 1o1 could 
be ascribed to some factor in the original operation. 
In 52 instances the fault could be traced to the sur- 
geon himself; in 21, the condition was a necessary 
result of the previous pages and in 28, the 
relaparotomy was done for a recurrence resulting 
from conservatism jn the preceding operation which 
could be considered a justified risk. Thus, the num- 
ber of cases in which proper evaluation and conduct 
at the time of the original operation would have fore- 
stalled the reoperation amount to more than a quar- 
ter of the whole number. 

Of the responsible factors in the 52 cases with 
which the original operator was involved, 31 are 
classified by the author as instances of erroneous 
placing of the indications and 21 of faulty operative 
technique. 

Among the faulty indications were inflammatory 
adnexal processes in 15 cases, tumors of the ovary in 
7 cases, myomas of the uterus in 3 cases, retroflexion 
of the uterus in 4 cases, and heterotopic endometrio- 
sis in 3 cases. Of the 15 patients with inflammatory 
changes in the adnexa, 7 had been operated upon 
conservatively more than once. In 6 elderly women 
an obviously bilateral process had been treated sur- 
gically on one side only; in fact, in 2 of these only 
some adhesions were loosened. In the remaining 2 
patients an anterior fixation of the uterus had been 
done with total disregard for the concomitant in- 
flammatory processes, whereupon subsequent recur- 
rence compelled the relaparotomy. 

Among the 7 cases of tumor of the ovary there were 
3 Ovarian cystomas, 2 papillary cystadenomas, and 
2 carcinomas. In the cases of ovarian cystoma the 
resultant retroflexion of the uterus was not corrected 
at the first operation and had to be done later. In 1 
of the 2 cases of papillary cystadenoma the adnexa 
on the affected side only were removed, although 
malignant degeneration was already present. In the 
other patient one of the adnexa had already been 
removed for ovarian papillary cystadenoma and the 
operator had left an ovarian stump which degen- 
erated malignantly in short order. In the 2 cases of 
ovarian carcinoma the malignant nature of the con- 
dition was not recognized and the patients were 
operated on conservatively; at relaparotomy some 
months later the condition was already inoperable. 

Of the 3 patients with uterine myoma, 2 were 
operated conservatively, although severe inflamma- 
tory changes in the adnexa were also present; in the 
third patient a degenerated, cystic myoma was er- 
roneously considered to be a pregnancy and left un- 
touched. 

In the 3 instances of operative correction of the 
uterine position (2 of Alexander-Adams and 1 of 
Doléris) the inflammatory complications were not 
properly considered and led to early recurrence, 
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The 3 cases of heterotopic endometriosis were 
simply overlooked. 

The 21 cases in which a faulty operative technique 
led to the necessity of relaparotomy consisted of 8 
cases of correction of the uterine position, 9 of ex- 
ploratory laparotomy, 3 of extirpation of the uterus, 
and 1 of operation for tubal pregnancy. The author 
deplores the Doléris operation. The explored pa- 
tients could have been radically operated upon at a 
better equipped clinic. The recurrence of tubal preg- 
nancy on the opposite side after removal of the first 
is believed to have resulted because of adhesions 
from inadequate peritonization and incomplete re- 
moval of blood from the peritoneal cavity during the 
first operation. 

Among the patients in which the relaparotomy 
was necessary because of the previous operation (21 
cases), there were 7 corrections for postoperative 
hernia, 6 attempts (so far unsuccessful) to re-estab- 
lish the possibility of pregnancy, 5 cases of post- 
operative adhesions, and 3 of postoperative ileus. 
All of these conditions occur occasionally in spite of 
the best technique and therefore the operator cannot 

_be held unqualifiedly responsible for the necessity of 
reoperation. 

In the remaining 28 patients also the operator can- 
not be held responsible since the cases were justified 
risks. The procedures were conservative operations 
for uterine myoma in young women or for inflamma- 
tory processes of the adnexa, and operations for 
tumor of the ovary in which the conservative pro- 
cedure at times leads to a subsequent successful 
pregnancy. Joun W. Brennan, M.D. 


Urethral Diverticulum in the Female. Epwarp N. 
Cook and Tuomas L. Poot. J. Urol., Balt., 1949, 
62: 495. 

Diverticula of the female urethra may be classified 
as true or false, and as congenital or acquired. The 
true diverticulum presents all layers of the urethral 
wall; the false diverticulum shows a break in the con- 
tinuity of the muscularis and its coat contains only 
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the submucosa and mucosa. The question whether 
diverticula are congenital or acquired is disputed re- 
peatedly in the literature, and the authors do not feel 
that it has been satisfactorily answered. Trauma to 
the urethra at childbirth and infections of the urethra 
have been offered as the reason for the belief that 
diverticula are acquired. 

In the authors’ series of 71 cases, all decades from 
the third to the sixth were represented, the average 
age being 41 years. Most of these women had had 
symptoms of urethral distress of long duration, usu- 
ally 5 to 10 years. It was surprising to note how 
many of these patients had had their urethral symp- 
toms ascribed to gynecologic conditions of one kind 
or another. The symptoms in almost all instances 
were referable to the urinary tract. 

Patients suffering with a urethral diverticulum 
seem to present more severe symptoms than patients 
with granular or cicatricial urethritis or cystitis. The 
severity of their symptoms is definitely greater, and 
appreciation of this fact should call to the physician’s 
mind the possibility of the existence of urethral 
diverticulum. 

In the authors’ series, diagnosis was made or con- 
firmed by cystoscopy in all cases, and in approxi- 
mately 10 per cent of the cases repeated cystoscopy 
was necessary. The urinalysis does not yield any 
pathogenic findings. 

The treatment of diverticulum of the female urethra 
is primarily surgical. Massage of the urethra, dilata- 
tion, and instillations are frequently of only tem- 
porary benefit. Transurethral cauterization has 
been suggested but the authors do not believe that it 
is the procedure of choice. Transurethral incision of 
the orifice of the sac has been beneficial in a few cases. 
Surgical excision through a vaginal approach, the en- 
tire sac of the diverticulum being adequately dis- 
sected out and removed, has proved most successful. 
Of aid to the surgeon in finding these lesions at opera- 
tion has been the insertion of a No.4 ureteral catheter 
transurethrally through the orifice and allowing the 
same to coil in the sac. 


PREGNANCY AND ITS COMPLICATIONS 


Transverse or Oblique Presentation of the Fetus in 
the Last 10 Weeks of Pregnancy: Its Causes, 
General Nature, and Treatment. Cuartes S. 
STEVENSON. Am. J. Obst., 1949, 58: 432. 


In 92.3 per cent of a series of 52 cases of transverse 
or oblique presentation of the fetus in the last 10 
weeks of pregnancy, the placenta, as determined by 
soft-tissue x-ray placentography, was implanted 
either in the general fundal region or in the lower 
segment of the uterus. 

Such placental position has been shown to de- 
crease the longitudinal length of the amniotic sac 
cavity to a degree so that it is almost the same as the 
greatest transverse width of the cavity, and thus the 
accommodation for the fetus in transverse presenta- 
tion is almost as adequate as it is for longitudinal 
fetal polarity, i.e., with either the head or breech 
presenting. 

It has been demonstrated that a high degree of 
multiparity is essential in cases with fundal im- 
plantation of the placenta, in promoting transverse 
presentation of the fetus, but that high multiparity 
is not essential in causing this fetal presentation in 
cases of central placenta previa. 

Implantation of the placenta in the fundus or in 
the lower uterine segment and a relatively high de- 
gree of multiparity have been shown to be the two 
principal causative agents of transverse presentation 
of the fetus, but the probable additional etiologic 
factors of contracted pelvis (cephalopelvic dispro- 
portion), hydramnios, fetal death in utero, and re- 
laxation of the abdominal wall were present in 7.7, 
2, 2, and 23 per cent of the cases, respectively. 

In only 36.5 per cent of the 52 patients were the 
fetuses still in transverse presentation at the time of 
section or the onset of labor; 11.5 per cent of the 
fetuses had turned spontaneously to breech presenta- 
tion, and 52 per cent had turned spontaneously or 
had external version to cephalic presentation. 

Placenta previa was present in 14, or 27 per cent. 

The author recommends that soft-tissue placen- 
tography roentgenograms, and cystograms when in- 
dicated, should be taken of all women in whom 
transverse presentation of the fetus is found in the 
last 10 weeks of pregnancy. The reasons for this are: 
(1) to determine the existence or nonexistence of 
placenta previa, (2) to learn if the placenta, if not a 
“previa,” is implanted in the general fundal region 
of the uterus (the knowledge of such placental po- 
sition in patients with cephalic presentation will 
forewarn one to be on the alert for possible fetal dis- 
tress in the latter part of labor should there be a loop 
of umbilical cord around the neck of the infant), 
(3) to detect any uterine or extrauterine pelvic 
tumors, hydramnios, fetal death in utero, gross fetal 
anomalies (hydrocephalus, double monsters), or ab- 
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normalities of the uterus (uterus bicornis, uterus 
arcuatus, or partly septate uterus). 

External cephalic version is an important pre- 
ventive therapeutic measure in women with trans- 
verse presentation of the fetus in the last 6 weeks of 
pregnancy, and it should be performed in all cases 
unless it is contraindicated or impossible. As a result 
of this policy plus the spontaneous versions that oc- 
curred (14, or 27%) 63 per cent of the patients were 
delivered through the pelvic canal. 

The position of the placenta im situ in the near- 
term uterus has a definite influencing effect upon the 
presentation of the fetus in an appreciable proportion 
of cases. CuarLEs Baron, M.D. 


The Attitude of the Fetus in Breech Presentation. 
Howarp L. Witcox. Am. J. Obst., 1949, 58: 478. 


At the Woman’s Clinic of the New York Hospital, 
a study was made of the full term and premature de- 
liveries in breech presentation. Emphasis was placed 
on the position of the fetus as shown by roentgen- 
ological studies. Brakemann drew attention to the 
problem of the deflexed head in 1936. 

The data of breech deliveries were tabulated. One 
thousand nine hundred eighteen breech deliveries oc- 
curred among 45,837 full term and premature de- 
liveries. The incidence of breech presentation was 
4.2 per cent. The fetal mortality rate in breech de- 
liveries was 14.8 per cent for multiparas and 9.8 per 
cent for primiparas, a total gross fetal mortality rate 
of 12 percent. The corrected fetal mortality rate was 
6 per cent if premature infants and congenital anom- 
alies are eliminated. 

Prematurity, congenital anomalies, intrauterine 
asphyxia, prolapsed cord or cord tight about the 
neck, intrauterine infection, intracranial hemorrhage, 
and premature separation of the placenta are the 
major causes of fetal death. The only significant dif- 
ference noted in the fetal deaths of multiparas and 
primiparas was that prolapse of the cord and cord 
tight about the neck occurred in multiparous pa- 
tients more than twice as often as in primiparous pa- 
tients. 

Cesarean section carries with it a lower fetal mor- 
tality rate in breech deliveries (4.4 per cent), which 
is almost one-half that of other types of operative 
deliveries. The maternal mortality in breech deliv- 
eries is 0.31 per cent. 

The neutral or military attitude of the vertex is 
most commonly encountered in breech presentation. 
The duration of labor with the vertex in the neutral 
attitude is shorter than in labors with the vertex 
flexed or hyperextended. 

The theory that extreme hyperextension of the 
vertex may be responsible for longer labor is not 
proved by this small series of cases. The incidence of 
cesarean section was more than four times as high in 
the cases with extreme hyperextension of the vertex 
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as in the total number of deliveries of the Clinic. 
The fetal mortality in the summarized cases of ex- 
treme hyperextension was 4.3 per cent. Cesarean 
section is not indicated because of a hyperextended 
vertex per se. Individualization of such cases must 
be stressed. The study of the mechanism of labor 
in each case by means of x-rays will aid in the 
management of the hyperextended breech presenta- 
tion. CuarLEs Baron, M.D. 


Pregnancy in Essential Thrombocytopenia. Grorc- 
FREDRIK SALTZMAN. Acta med. scand., 1949, 133: 
221. 


The author could find in the literature only 80 cases 
of purpura in pregnancy. Burnett and Klass at- 
tempted to classify 69 cases and could find only 5 in 
which there was unmistakable essential thrombocy- 
topenia. The authors found 4 more such cases and 4 
cases also unmistakable but in which splenectomy 
had been done before pregnancy occurred. 

In most of the cases reported, the hemorrhagic 
diathesis was not discovered until after the start of 
pregnancy. The author could find only 7 cases of 
pregnancy in which essential thrombocytopenia had 
previously been diagnosed and in 4 of these splenec- 
tomy had been done before the pregnancy. 

The author discussed the possible etiology and 
suggested treatment from abortion to splenectomy. 
The various cases in the published literature are dis- 
cussed, 

The author reports a case of his own in which the 
course was so favorable to the mother and baby that 
he believes it worthy of publication. His patient 
seemed to improve during pregnancy and gave birth 
to a healthy, normal infant. She later had another 
uneventful pregnancy. 

Byrorp F. Heskett, M.D. 


cy and Intestinal Obstruction: A Danger- 
ous Combination. F. R. MAcKEy, 
and C. Winston. Med. J. Australia, 1949, 2: 318. 


The authors report 10 cases of pregnancy compli- 
cated by intestinal obstruction occurring at the Wo- 
men’s Hospital, Sydney, from early 1940 to October, 
1948. The incidence was 0.34 per thousand deliveries. 

Alterations in intra-abdominal relationships occur 
at three periods of pregnancy: (1) at the fourth to 
fifth month when the uterine body ascends out of the 
pelvis, (2) at the eighth or ninth month when the head 
descends into the pelvis, and (3) during parturition 
and the puerperium. At these times ordinarily 
harmless bands may become tense and cause ob- 
struction. External compression may occur through- 
out pregnancy. In the authors’ series 9 of the pa- 
tients had had an abdominal operation, including 7 
appendectomies and 5 uterine or adnexal operations. 
The ages ranged from 22 to 37 years. 

Three cases of obstruction occurred from the sev- 
enth to sixteenth weeks, 5 between the twentieth and 
thirty-second weeks, 1 case occurred at term, and 1 
at 10 days postpartum. In 8 cases the lower ileum 
was involved; in the other 2 instances the available 
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records implicated the “small intestine.” Constrict- 
ing bands or adhesions were causative in all patients. 

Continued abdominal pain and vomiting were 
found in each case. The pain was usually colicky in 
nature. The diagnosis may be delayed, however, 
since an average pregnancy may be accompanied by 
similar complaints. Pyelitis of pregnancy was a 
common misdiagnosis. 

Management of the 10 patients varied. In 6 cases 
(1 of which was accompanied by a cesarean section) 
merely an adhesion or band was freed with 1 death. 
Two patients had ileostomies with 1 death and 2 had 
end-to-end anastomoses with 1 death. In only 2 
— was there interference with the pregnancy 
itself. 

The authors believe that with the increase in pelvic 
and near-pelvic operations more cases will become 
evident. Early diagnosis must be strongly stressed, 
by means of roentgenograms if necessary. Any preg- 
nant woman with an abdominal scar and colicky 
pain should be suspected of intestinal obstruction. 

WarreEN R. Lane, M.D. 


The Treatment of Early Threatened Abortions. 
Mirjam FuRvuBJELM. Act obst. gyn. scand., 1949, 28: 
92. 


The incidence of spontaneous abortion is relative- 
ly high and from 10 to 20 per cent of all pregnancies 
result in spontaneous abortions. The number of 
pathological ova in animals is estimated to be 30 per 
cent and about one-third of these are able to develop 
into fetuses which are later aborted. From 3 to 4 per 
cent of all pregnant women who reach term show 
signs of threatened abortion at some time during the 
pregnancy. Various estimates, from 6 to 50 per cent, 
of threatened abortions end up in abortions. Hertig 
and Livingstone claim that 40 per cent of all patients 
with threatened abortion reach term with no treat- 
ment at all. 

Theoretical factors are discussed as to the cause 
and pathology in abortions. The authors believe the 
corpus luteum is essential for the first 3 months of 
pregnancy. The various hormone factors are dis- 
cussed. 

Two groups of a total number of 296 cases in 
which symptoms of threatened abortion developed 
before the twenty-fourth week of pregnancy were 
studied. One group was given large doses of proges- 
terone, from 5 to 10 mgm., daily and the other group 
small doses, 2 mgm. or less, daily. In other respects 
all of the patients were treated similarly. 

All but 3 of 26 patients admitted with only pain as 
a symptom went to term. Of 110 patients admitted 
with scanty hemorrhage 61 per cent went to term and 
of 32 with copious hemorrhage 43 per cent went to 
term. Of those in whom hemorrhage and pain were 
both present (72) 36 per cent reached term. The 
later in pregnancy the symptoms developed the bet- 
ter the prognosis. 

The authors do not feel encouraged about the 
present treatment of abortions. 

Byrorp F. Hesxetr, M.D. 
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LABOR AND ITS COMPLICATIONS 


Experience with Extraperitoneal Cesarean Section 
at the University of Iowa Hospitals. Witu1amM 
C. KEETTEL and JoHN H. RANDALL. Am. J. Obst., 

1949, 58: 510. 


A review of 56 cases of extraperitoneal cesarean 
section is presented and recent reports of extraperi- 
toneal cesarean section are summarized. The 56 
cases represent one-third of all abdominal deliveries 
since 1941. Thirty were performed on patients not 
in labor and 26 after parturition had started. Sev- 
enteen of the 26 patients in labor were grossly in- 
fected. The operative technique was similar to that 
described by Waters. A midline abdominal incision 
was used 33 times and a transverse incision 23 times. 
Wound infection occurred in 30 per cent of the 
transverse incisions and in none of the longitudinal 
incisions. The peritoneum was inadvertently opened 
in 23 cases. The bladder was injured only once, in 
the first case. There were no maternal deaths. 
There were 2 neonatal deaths and 1 stillbirth. The 
postoperative morbidity was similar to that of other 
types of cesarean section. 

The results of supravesical extraperitoneal cesar- 
ean section have been sufficiently satisfactory to 
justify continued use of this procedure in grossly 
and potentially infected patients requiring abdomi- 
nal delivery. GEorGE Bunick, M.D. 


Obstetrical Comparison of Women Subjected to 
Symphysiotomy with Those Subjected to Ce- 
sarean Section (Paralelo obstetrico entre la mujer 
sinfisiotomizada y la cesarizada). Hector Roca- 
MORA. Rev. cubana obst., 1949, 11: 25. 


Among 200 unselected cases of symphysiotomy 
performed for cephalopelvic disproportion at two 
maternity clinics in Havana, there were 173 spon- 
taneous deliveries—omitting 3 pelvic ones, (87.8 per 
cent), 24 forceps deliveries (12.2 per cent), 180 living 
children (go per cent), and 20 deaths (10 per cent). 
Three mothers (1.5 per cent) died because of factors 
not related to the method of treatment which gave 
a corrected maternal mortality of o per cent. There 
were 3 interpubic infections (1.5 per cent) which 
healed in a few days without sequelae, but no fistulas, 
incontinence, or permanent gait difficulties. Subse- 
quent pregnancies occurred in 50 patients (25 per 
cent), of whom 48 (96 per cent) had spontaneous 
delivery; 1 of them (2 per cent) had a forceps appli- 
cation for contraction dystocia and another had a 
repeated symphysiotomy. Six of the 50 patients (12 
per cent) had two spontaneous deliveries, 1 had 
three. These deliveries resulted in 66 living children 
(98.5 per cent) and 1 dead fetus (1.4 per cent) due to 
maternal syphilis. The mother of the dead fetus was 
treated and subsequently had 2 living children which 
were delivered spontaneously. The corrected fetal 
mortality for this group was consequently o per cent. 

Of 200 unselected cesarean sections from the same 
maternity clinics, 108 (54 per cent) were performed 
for fetopelvic disproportion; ros children (97.3 per 


cent) were born living and 3 (2.6 per cent) were born 
dead. One mother (0.9 per cent) died of postopera- 
tive shock. Of the 108 women, only 24 (22 per cent) 
became pregnant subsequently; cesarean section was 
performed in 20 (83.3 per cent) and 4 (16.6 per cent) 
had a transpelvic delivery. In 1 of the latter cases 
the fetus was born dead, in another a forceps applica- 
tion was required, and in the remaining 2 premature 
labor brought forth fetuses weighing 5.15 lbs. Of 
the 20 women who underwent later cesarean sec- 
tions, 13 (65 per cent) were subjected to double 
salpingectomy—1o0 (76.8 per cent) at the second 
cesarian section, 2 (15.3 per cent) at the third, and 
1 (7.6 per cent) at the fourth. One rupture (4.1 per 
cent) of the previous scars was found at the second 
operation. 

Symphysiotomy belongs to the domain of the ex- 
perienced specialist, never to that of the general 
practitioner. It must not be a selective operation 
but one of necessity and reserved for those cases in 
which the labor test shows that the head is detained 
at a high level in the pelvis where a forceps applica- 
tion results in 28.8 per cent fetal mortality and ce- 
sarean section meets with an infected case. 

For various reasons, cesarean section has been 
steadily increasing during the past 12 years; often 
it solves a possible dystocia for the time being, but 


usually it creates a dystocia for the future. It also | 


restricts the birth rate, as demonstrated by this 
comparative study. Ricuarp Kemet, M.D. 


MISCELLANEOUS 


The Physiology of the Placenta (La physiologie du 
placenta). J. Liusia. Gyn. obst., Par., 
1949, 48: 346. 


The author has been writing about the physiology 
of the placenta since 1935. Here he sums up his 
experiences and his views on this subject in a 
more or less general way. 

The long dispute over the question whether the 
placenta is merely a passive filter or an active 
glandular structure with an active mechanism with 
as intense glandular activity as the liver itself is 
answered in the affirmative: it is both. In 1935 it 
was shown by the author that the amino acids pass 
from the mother to the child through the placenta as 
a process of simple diffusion, controlled only by the 
molecular size of the passing substance. Insulin does 
not pass. It was also shown that certain products of 
disassimilation in the catabolism of the proteids 
readily diffuse back through the placenta. During 
this period Botella was also able to show that the 
placenta can metabolize urea. If strips of placenta 
be suspended in a solution of amino acids, these 
acids tend to disintegrate with the formation of 
ammoniacal bases from which in turn urea is pro- 
duced. 

In 1940 it was shown that between the fourth and 
eighth months of fetal life the placenta was most 
active in the storing of glycogen and ran a course 
antithetic to the glycogen storage function of the 
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fetal liver. In 1940 also came the author’s studies on 
the placental storage function for vitamin C, in 
which it was found that the course followed by this 
function during fetal life paralleled that of the 
glycogen. 

In 1941 Botella described the results of his studies 
on placental phosphatase, showing conclusively that 
phosphorus is the only electrolyte which, in passing 
the placental barrier, does not obey the laws of 
simple diffusicn. Here again the maximum concen- 
tration was found to be in the seventh month of 
intrauterine life, or in that period immediately pre- 
ceding the assumption of functional duties by the 
fetal liver. 

Finally, in 1946, came the studies in collaboration 
with Casanova on the peculiar ontogenetic char- 
acteristics of the placental development in mass and 
in extent of absorptive surface. The absorptive 
surface always becomes greater during fetal develop- 
ment but it becomes relatively less important toward 
the end of pregnancy with reference to the total mass 
of the fetus. It was also shown that the central blood 
vessel of the individual villus branches out and as- 
sumes a position on the periphery of the cross 
section of the villus, immediately under the chorial 
epithelium covering the villus itself. 

As a result of his years of study on the subject and 
as a result of his studies of the scientific literature of 
the world, the author has come to the conclusion 
that the placenta is both a gland with functions of 
active secretion and also a simple filter mechanism, 
and that it is governed in its activities in this regard 
only by the physical laws of diffusion. In the early 
embryonic period, before the fetus has developed 
autochthonous processes of synthesis and catabolism, 
the placenta must be depended upon for the needs 
of the developing organism, and it responds in the 
early period by a syndesmochorial type of growth 
and active parenchymal, glandular type of function- 
ing. However, as the needs of the fetus become more 
and more satisfied from its own glandular structures, 
the placenta gives up more and more of its preroga- 
tives. It approximates more and more a hemochorial 
type of structure, its blood vessels move out closer 
and closer to the maternal blood pool, and its func- 
tion assumes more and more the character of a 
simple diffusion process. Thus it is seen how apt were 
the words of Claude Bernard when he characterized 
the placenta as a transitory liver. 

Joun W. BRENNAN, M.D. 


The Influence of Abortions on Subsequent Preg- 
nancies and Deliveries (L’influenza degli aborti 
sulle gravidanze ed i parti successivi). ANTONIO 
MvZIARELLI. Clin. ostet. gin., 1949, 56: 49. 


At the Obstetric-Gynecologic Clinic of Rome, dur- 
ing the quinquennium of 1943 to 1947, there were 
about 18,350 admissions, including 2,851 abortions, 
10,046 physiologic pregnancies, and 2,958 pathologic 


371 


pregnancies. If 177 cases of sterility and the number 
of abortions are added to the pathologic pregnancies, 
the total of pathologic cases reaches 5,986. The per- 
centage of abortions for all admissions was 15.5, for 
the physiologic pregnancies, 28.3, and for the patho- 
logic pregnancies, 49. The percentage of abortions 
prior to the physiologic pregnancies was 12.8 and 
prior to the pathologic pregnancies, 22.2. Of the 
2,958 pathologic pregnancies, 1,292 were preceded 
by abortion, and 802 of the abortions were followed 
by curettage, while 490 were not. In 676 cases the 
abortion preceded immediately the present preg- 
nancy, while in 616 cases the abortion dated back 
from 2 to 9 years. In 65 per cent of the cases there 
had been 1 abortion, in 23 per cent, 2 abortions, and 
in 12 per cent, 3 or more abortions (the correspond- 
ing percentages in physiologic pregnancies were 70, 
22, and g). Further study revealed that abortion 
occurred much more frequently in women who had 
already had one or more abortions, especially when 
they were followed by curettage, and that extra- 
uterine pregnancy also occurred frequently under 
the same circumstances. In addition, abortion was 
the only cause in about ro per cent of the cases of 
sterility. 

Other pathologic complications of pregnancy, 
which are more frequent when abortion has occurred 
previously, include prolonged labor (uterine inertia), 
early and premature rupture of membranes, poly- 
hydramnios, placenta previa, untimely detachment 
of normally inserted placenta, anomalies of delivery 
(abnormal adhesion of placenta and hemorrhage), 
retention of membranes, late hemorrhage of the puer- 
perium, and uterine subinvolution. More specifi- 
cally, the following complications predominate after 
an abortion with curettage: polyhydramnios, pla- 
centa previa, anomalies of delivery, late hemorrhage 
of the puerperium, and uterine subinvolution. On 
the other hand, the following complications predomi- 
nate after an abortion without curettage: prolonged 
labor, early and premature rupture of membranes, 
untimely detachment of normally inserted placenta, 
and retention of membranes. 

The percentage of cases of placenta previa, un- 
timely detachment of normally inserted placenta, 
anomalies of delivery, retention of membranes, 
hemorrhage of the puerperium, and uterine subin- 
volution (which seem to be particularly influenced 
by a previous abortion) is higher with an abortion 
that has immediately preceded the pregnancy than 
with an abortion that has occurred in the distant 
past, while the reverse is true for cases which do not 
seem to be under the decisive influence of the abor- 
tion, such as premature labor, podalic presentation, 
hemorrhage postpartum, and twin pregnancy. 

The greater the number of preceding abortions, 
the greater their influence on subsequent deliveries, 
but this influence becomes attenuated with the 
passage of time. Ricuarp Kemet, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Surgery of the Adrenals. René Fontaine, Pav 
FRANK, and GEORGES STOLL. J. internat.chir., Brux., 
1949, 9: 321. ; 

Operations on the adrenals may be classified into 
those for the removal of tumors and those for the 
correction of disturbances of function. . The indica- 
tions for the tumor cases are, of course, mostly self 
evident; those for functional disturbances are not so 
evident and it is here that careful analyses of the 
results are necessary. The authors base their con- 
clusion in regard to the results on both their large 
personal experience and a careful review of the liter- 
ature, which, unfortunately, must be presented, even 
in the original text, in a very sketchy manner. 

In the cases of permanent hypertension the au- 
thors’ results of 54 per cent of excellent findings at 
the end of several years following adrenalectomy led 
them to believe that this operation affords much bet- 
ter results in this condition than the simple sub- 
diaphragmatic splanchnic sympathectomies of Le- 
riche and Adson, or the supradiaphragmatic sympa- 
thectomy of Peet. 

In thromboangiitis, or Buerger’s disease, the op- 
eration of adrenalectomy has fallen into disrepute. 
This is unjustified in the authors’ opinion. The au- 
thors compare their results from 11 adrenalectomies 
in this condition with the results obtained in 13 pa- 
tients treated with bilateral or unilateral sympathec- 
tomies and find that not any one of the methods has 
a striking advantage over the others. However, his- 
tologic examination of the adrenal glands in this dis- 
ease has always shown adrenal lesions analogous to 
those described by Wertheimer and Guichard, and 
this alone would seem to indicate in itself an attack 
on the adrenal gland. 

In Raynaud’s disease the personal results of the 
authors have not been so encouraging and they have 
finally come to regard adrenalectomy as not the prop- 
er treatment for Raynaud’s disease. Perhaps the 
proper approach will be found in an operation on the 
hypophysis; however, this remains to be seen. 

In the authors’ experience adrenalectomy on pa- 
tients with uncomplicated diabetes has been without 
any effect on the disease. In older patients with con- 
current blood vascular disease the hypertension and 
other symptoms referable to the vascular complica- 
tions have been at times strikingly benefited but 
without any effect on the diabetes itself. Altogether 
the authors do not regard this operation as justified 
in diabetes alone. 

In epilepsy, Basedow’s disease, and gastroduo- 
denal ulceration the only extensive work in this field 
was done by Crile, and his results are not available 
for evaluation, or they have shown more failures 
than successes. In the authors’ experience they 
gained encouragement in only one of the aspects of 


ulcer; this has been in the high gastric ulcers on the 
vertical portion of the lesser curvature, in which re- 
peated splanchnic infiltration has shown some sur- 
prisingly good results. This operation may well have 
a place in lieu of vagotomy in minimizing large gas- 
tric resections. 

In cancer of the prostate adrenalectomies have had 
a high mortality. -It has not otherwise been possible 
to assess the results. 

Thus, in only two of the disturbances of function 
here considered does adrenalectomy establish itself 
as a useful procedure; these two conditions are ar- 
terial hypertension and Buerger’s disease. 

Joun W. BRENNAN, M.D. 


Fused Pelvic Kidney. S. D. Kron and D. R. MERANZE. 
J. Urol., Balt., 1949, 62: 278. 


One of the rarest urological anomalies is a com- 
pletely fused pelvic kidney. Only 6 cases have been 
found in the literature, and the authors have added 
another. 

A white man 47 years of age had complained of 
intermittent burning on urination and, at times, fre- 
quency and hematuria for a period of 10 years. For 
the past 2 years he had suffered low abdominal pain 
radiating to both groins. X-ray examination estab- 
lished the diagnosis of calculus formation in a fused 
pelvic kidney. No treatment was advised at the 
time of the first examination. The second hospital- 
ization was 3 months later when he was admitted to 
the hospital because of severe cramplike abdominal 
pain. At the time of admission the pain had become 
sharp, severe, and constant. With the pain the pa- 
tient had anorexia, nausea, vomiting, and occasional 
chills, but no fever. 

Operation was performed 4 hours after hospital 
admission. A right lateral extraperitoneal incision 
was made. The peritoneum and transversalis muscle 
were separated posteriorly. At the level of the ileum, 
a large pelvic kidney and a large dilated pelvis and 
ureter were found. The pelvis was opened and a 
large number of facetted renal calculi were removed. 
There was a large amount of cloudy, foul-smelling 
urine that escaped when the pelvis was opened. A 
large tube drain was placed within the pelvis of the 
kidney. The peritoneal cavity was accidentally 
opened at the apex of the wound by a retractor. The 
incision was then closed around another drain by 
through-and-through sutures. 

The postoperative course appeared satisfactory 
for 6 days. On the seventh day, the amount of urine 
decreased to 4 ounces in 12 hours. Later, the patient 
had an intestinal evisceration which was promptly 
taken care of. However, he rapidly became mori- 
bund and expired on the seventh postoperative day. 

At autopsy the two kidneys were found to be com- 
pletely fused to form one large disc-shaped organ 
measuring 15 by 12 by 5.5 cm. Two pelves and 2 
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ureters were present, one leading from the anterior 
aspect of each side of the fused organs. From the 
interior of the kidney it was seen that the 2 pelves 
intercommunicated. Death was attributed to shock 
and early uremia in a man with a fused ectopic 
pelvic kidney. 

There was marked hydronephrosis and chronic 
ectopic pyelonephritis of the left side of the disc and 
moderate hydronephrosis of the right portion of the 
kidney mass. In addition, there were marked bi- 
lateral hydroureters that contained a very large 
number of ureteral calculi. 

In this case a diagnosis of renal anomaly with sec- 
ondary disturbances had been established. A ques- 
tion rose at the time of the patient’s last admission as 
to whether the pain in the right lower quadrant and 
the accompanying signs and symptoms could be 
definitely explained on the basis of an anomaly, or 
whether there was a superimposed acute appendicitis 
present. Because of the presence of signs and symp- 
toms characteristic of acute appendicitis and because 
of the possible danger of delay, the decision to oper- 
ate appeared to have been a reasonable one. Realiz- 
ing that the kidney might still be the source of trou- 
ble, an extraperitoneal incision was made. The his- 
tory of this case emphasized how closely the picture 
of acute appendicitis may be simulated by a renal 
ectopia with its resulting complications. Each case 
must be handled as an individual problem with re- 
gard to treatment. In general the treatment, when 
necessary, is similar to that employed in kidneys in 
normal position. Conran A. M.D. 


Experimental Research on Renal Revascularization 
(Ricerche sperimentali sulla rivascolarizzazione re- 
nale). Grorcio AREzzI and G1orGIo OCccHIPINTI. 
Anni. ital. chir., 1949, 26: 215. 


This work is in the main a repetition of that by 
Parlavecchio who reported some survivals following 
the technique used. In the authors’ work some re- 
finements and precautions were added, mainly in the 
form of a more extensive search for the possible pres- 
ence of an anomalous renovascular blood supply 
which ‘might explain the functional survival of the 
a after the normal renal blood supply had been 
cut off. ; 

As experimental material there was used a total 
of 12 dogs. All the animals were large, weighing at 
least 20 lbs. The blood nitrogen was watched in all 
of the cases. The blood vascular developments were 
studied by roentgenologic examination with injec- 
tions of thorotrast into the stump of the renal artery 
and by microscopic study of the usual tissue sections. 
These methods of study demonstrated that when 
the kidney was decapsulated, wrapped in omentum, 
and replaced, in 3 dogs, for a period of some weeks, 
the omental neocapsule became firmly adherent to 
the raw kidney surface and its vessels proliferated 
and anastomosed with the fine blood vessels of the 
cortical blood supply. This interanastomosis was 
much more intimate and extensive when a nephrot- 
omy was done (in the remaining 9 dogs), and the 
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omental tissue was inserted and fastened into the 
dehiscence thus created. These neocapsular vessels 
crossing the capsulocortical junction and spreading 
in the renal cortex are demonstrated in appended 
photomicrographs. 

In a second group, comprising 5 of the remaining 
9 dogs, a ligation of the renal artery near its origin 
from the aorta was added. After a period of several 
weeks these animals were sacrificed and the kid- 
ney was subjected to the usual macroscopic and 
microscopic examinations. In these kidneys it was 
found that both the cortical and medullary portions 
had shrunken in size, and become harder. The 
functional components of the kidney tissues (glo- 
meruli, tubules) appeared microscopically to 
dense, shrunken, and partially hyalinized. There 
was no evidence of necrosis and the cortical portion 
of the organ appeared to be much better preserved 
than the medullary portion. This is in direct contra- 
diction to the results obtained by ligation of the 
renal artery in the normal kidney. 

The final step was the extirpation of the remain- 
ing (normal) kidney, which was done in 4 dogs. 
This was usually done from 3 to 4 months after the 
ligation operation. None of these animals survived. 
These animals did not, however, die as quickly as 
those in which the normal kidney was ligated. Death 
in these animals seemed to await the development, 
slow and progressive, of a lethal uremia. 

Death was not prevented by the burying of the 
omentum-enwrapped kidney within such highly 
vascular organs as the liver or spleen, and it could 
not be demonstrated that there was an effort on the 
part of the vascular system of either of these organs 
to anastomose either with the vessels of the omental 
neocapsule, or, after penetration of the capsule, with 
those of the kidney itself. 

The authors believe that they have demonstrated 
that the technique here described is able to produce 
a new blood supply sufficient to maintain the vitality 
of the supportive tissues of the kidney but not to 
preserve the functional capacity of the secretory com- 
ponents. They think that the cases in which such 
continuation of the renal function has been reported 
(as demonstrated by the survival of the animal after 
extirpation of the normal organ) must be explained 
on the basis of incomplete ligation, as everyone 
knows in how many instances the renal artery 
breaks up before entering the kidney and at what 
varying distances from the hilus this breaking up 
may occur, or it must be explained by an anomalous 
blood supply. Joun W. Brennan, M.D. 


Renal Tuberculosis and Its Treatment by Partial 
Resection of the Kidney. Cart Sems. Acta chir. 
scand., 1949, 98: 457- 


An analogy is made between the pathology of pul- 
monary tuberculosis and the various types of renal 
lesions, and a plea is made to digress from unilateral 
nephrectomy and to excise only the destructive proc- 
esses in the kidney even if bilateral operations are 
necessary. 
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Fourteen patients were subjected to partial resec- 
tions of the kidney. In 10 cases part of only 1 kidney 
was resected. In 2 instances both kidneys were so 
treated, while in 2 others resection was performed on 
one kidney and nephrectomy was necessary on the 
other side. 

The resections were as follows: upper pole (10), 
lower pole (2), both upper and lower poles (1), and 
middle portion (3). There were no deaths, urinary 
fistulas, postoperative bleeding or postoperative 
spread of the disease. Streptomycin was given si- 
multaneously. 

Of 6 patients observed for more than 9 months, 5 
now have no tubercle bacilli. None of the patients 
has had a long follow-up study. 

Ormonp S. M.D. 


The Etiology and Management of Renal Lithiasis. 
Cartes C. Hiccrns. J. Urol., Balt., 1949, 62: 403. 


The author stresses the importance of determining 
the etiologic factors in each case of renal lithiasis. 
During the period of preoperative study, the follow- 
ing contributing factors are considered worthy of in- 
vestigation. 

In the experimental Jaboratory, he has been able 
to produce stones similar to those observed in pa- 
tients by maintaining the animal on a diet deficient 
in vitamin A for an extended period, and he noted 
that a large percentage of patients with stones show 
subnormal dark adaptations. Hyperparathyroidism 
is present in less than 1 per cent of patients with 
renal calculi but many patients who have, or have 
had, urinary calculi may show a high urinary calcium 
excretion while the blood calcium and phosphorus 
levels are normal. It is well known that the acid ash 
diet in certain individuals increases the excretion of 
urinary calcium and also the solubility of calcium 
salts by excreted urine. 

In Doctor Higgins’ series, urinary tract infection 
was present in 54 of 72 patients with recurrent uni- 
lateral stones. The staphylococcus was the predom- 
inating organism and the Proteus bacillus occurred 
second in frequency. The relationship between pre- 
existing pyelonephritis and the formation of renal 
calculi has been demonstrated. It is of importance 
to know if the organism possesses the power of split- 
ting urea. Foci of infection should be eradicated 
during the period of postoperative observation. Uri- 
nary stasis is conducive to shifting the pH of the 
urine to the alkaline side and produces a fertile field 
for bacterial growth. 

The surgeon should remove or correct the causa- 
tive factor at the time of surgical intervention. Cer- 
tain metabolic diseases such as gout, cystinuria, oxa- 
luria, xanthinuria, and phosphaturia can be respon- 
sible for stone formation. 

In view of the morbidity of renal lithiasis, and the 
high incidence of recurrence of the formation of stone 
in the patient, conservative renal therapy is indi- 
cated. Pyelolithotomy is preferable to nephrotomy, 
and if nephrotomy is necessary it should be as atrau- 
matic as possible; however, extensive nephrotomies 
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for the removal of staghorn calculi can now be safely 
advocated Joseru E. Maurer, M.D. 


ae Ureter: A Case Diagnosed Preoperatively 
d Treated Successfully by a Plastic Opera- 
rv J. C. ANDERSON and WILFRED Hynes. Brit. 
J. Urol., 1949, 21: 209. 


The authors present a case of retrocaval ureter in 
a to year old girl, diagnosed preoperatively by retro- 
grade pyelography. It was corrected through an ex- 
traperitoneal approach, with the patient in the su- 
pine position. 

The incision commences at the tip of the twelfth 
rib and extends to the outer border of the rectus 
sheath. The anterior portion of the twelfth rib is re- 
sected if necessary. The ureteropelvic junction and 
the upper redundant part of the renal pelvis are re- 
sected. Anatomical relationships are maintained by 
means of a silk stay suture in the upper ureter. A 
pelvic flap is turned down from the lower part of the 
pelvis. The upper two-thirds of the opening thus 
created in the hydronephrotic renal pelvis are closed 
by a continuous plain 4-o catgut suture taking all 
coats. The upper end of the ureter is slit downwards 
for 2.5 to 3 cm., and its edges are anastomosed to the 
edges of the pelvic flap with a similar suture. The 
fact that the lower part of the renal pelvis is turned 
down as a flap ensures that the pelvis is drained at its 
most dependent part. The method also ensures that 
the new pelvis, which consists of the pelvic flap and 
the upper slit portion of the ureter, drains into a 
ureter which has scar tissue at only one point of 
the circumference and is not encircled by a cir- 
cumferential scar. Subsequent contraction of the 
anastomotic scar cannot cause stenosis of the lumen 
of the ureter and thus interfere with drainage of the 
pelvis. Stenosis and stricture formation are inevita- 
ble if the ureter is cut straight across and anasto- 
mosed directly to a small aperture of similar size in 
the renal pelvis. In their case, the authors did not 
“splint” the anastomosis, nor was a nephrostomy 
made. The only drain was a corrugated rubber drain 
to the kidney bed. The perinephric fascia was su- 
tured under the lower pole of the kidney. 

An excellent postoperative result was obtained. 
The authors stress the importance of making intra- 
venous pyelograms on children with recurrent ab- 
dominal pain. They re-emphasize that splinting of 
any anastomosis is unnecessary and against all prin- 
ciples of plastic procedure, as it leads to infection 
and fibrosis at the suture line, and subsequent stric- 
ture. The line of anastomosis should be wide enough 
and so fashioned as to render any subsequent con- 
traction innocuous. Davin M.D. 


BLADDER, URETHRA, AND PENIS 


segs | Epitheliomas in Each Ureter and in the 
ladder. DEwarp O. Ferris, JosepH H. KAPLAN, 
oa G. J. THompson. J. Urol., Balt., 1949, 62: 448. 


Three theories have been advanced to explain the 
origin of multiple papillary neoplasms in the urinary 
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tract: (1) implantation, (2) permeation, and (3) the 
multicentric origin. 

The complete report is based on a case in which a 

pillary epithelioma was present in each ureter and 
in the bladder. The case is reported for two reasons: 
first, because the authors believe it lends further sup- 
port to the concept of the multicentric origin of mul- 
tiple papillary neoplasms; and second, because of the 
rare occurrence of bilateral involvement of the upper 
part of the urinary tract by papillary neoplasms. A 
better understanding of the origin of papillary epi- 
theliomas of the urinary tract is necessary for a 
planned and effective method of treatment. The 
destruction or removal of a papillary epithelioma of 
the urinary tract does not eliminate the predisposi- 
tion for similar growths to recur. Persistent and fre- 
quent surveys of the urinary tract are imperative in 
cases in which a papillary neoplasm has been found 
if the so-called recurrent lesions are to be found and 
destroyed early. Papillary growths in each ureter 
and in the bladder can best be described as multi- 
centric epitheliomas. The destruction or removal of 
multicentric epitheliomas does not eliminate the pre- 
disposition for similar growths to recur. 


Panprostatovesiculectomy Through the Extravesi- 
cal Retropubic Route (La panprostatovesiculec- 
tomia per via retropubica extravescicale). FRANCO 
DE GrroncoL!. Urologia, 1949, 16: 245. 


The extravesical retropubic approach was em- 
ployed by the author in 7 cases of cancer of the pros- 
tatic gland for complete removal of the organ and 
the seminal vesicles. Hormones were employed 
preoperatively and the operation was performed 
under spinal anesthesia. 

One patient expired 17, and another 30 days after 
the operation. The first patient succumbed to a 
circulatory failure, while the second revealed a peri- 
urethral phlegmon, pulmonary emphysema, bron- 
chopneumonia, and dilatation and hypertrophy of 
the heart at autopsy. One patient developed ca- 
chexia and died 4 months after the operation from a 
spread of the malignant tumor. The remaining pa- 
tients were apparently in good condition, but since 
not more than 7 months have elapsed since the oper- 
ation, no conclusions as to the permanency of the 
cure can be drawn. ' 

The development of a cicatricial ring after the 
operation between the bladder and the membranous 
urethra may interfere with the normal emptying of 
the bladder and cause a secondary incontinence. 

The extravesical retropubic approach is technically 
easier and represents a less serious procedure than 
extirpation of the cancerous prostatic gland and 
seminal vesicles through the perineal route. 

Joseru K. Narat, M.D. 


Primary Carcinoma of the Male Urethra: Report of 
Cases. Herman A. GAILEy and Joun W. BEst. 
J. Urol., Balt., 1949, 62: 507. 


While the incidence of primary carcinoma of the 
male urethra is extremely rare, the occurrence of 2 
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cases prompted the authors to report these cases in 
detail and to suggest repeated urethroscopy in all 
persistent urethral lesions, and biopsy of all urethral 
polyps and papillomas as an adjunct to early diag- 
nosis of this lesion. 

The etiological factors of this lesion are legend, but 
the most important factor which usually masks the 
disease is that of persistent urethral strictures. Most 
frequently, the lesion occurs in the posterior urethra, 
and histopathologically it is a squamous cell carci- 
noma or epithelioma. It has been suggested that 
old strictures tend to develop nests of squamous epi- 
thelium, probably a metaplasia due to infection and 
irritation, and in this manner act as predisposing fac- 
tors in the development of the lesion in many in- 
stances. The neoplasm is of rather low grade malig- 
nancy, metastasizing slowly to the inguinal or iliac 
nodes by way of the regional lymphatics. Dissemi- 
nation by the blood stream is not uncommon. 

The most commonly reported symptoms are hema- 
turia, recurrent penile discharge, and dysuria. Re- 
peated urethroscopic examination is indicated in any 
persistent stricture which does not respond to ther- 
apy in the usual fashion and which is associated with 
recurrent bleeding. Complete extirpation of the le- 
sion is the only method of treatment advocated. 
Penile extirpation combined with inguinal and fe- 
moral node dissection is warranted. 

PETER L. ScarDINo, M.D. 


Primary Carcinoma of the Male Urethra. H. K. 
VERNON and R. D. Wirkins. Brit. J. Urol., 1949, 
21: 232. 

The authors report a case of transitional cell carci- 
noma of the pendulous urethra with the presenting 
symptom of gangrene of the penis, and discuss this 
problem. The commonest site for primary carcinoma 
of the urethra is the bulbomembranous portion. 
About 95 per cent of such lesions are of the cornify- 
ing squamous epitheliomatous variety, and ordinar- 
ily they occur at the bulbomembranous portion of 
the urethra which is lined with transitional epithe- 
lium. A less common type is the papillary carcino- 
ma, probably secondary to bladder papilloma. Blood 
stream metastases are common, and lymph spread 
occurs along the periurethral lymphatics to the deep 
subinguinal and internal iliac glands and thus to the 
para-aortic glands. Frequently, inflammatory indu- 
ration of the penis and inguinal glands occurs. In- 
volvement of the corpora cavernosa may lead to pri- 
apism, and impassable stricture may occur. When 
first seen, the patient may have a blood-stained dis- 
charge from the meatus, hematuria, a palpable swell- 
ing, and sometimes a swollen inflamed penis and 
urinary fistula. If possible, urethroscopy is valuable; 
chronic inflammation, edema, infiltration of the mu- 
cous membrane, or proliferative tumor may be seen. 

Treatment should consist of complete radical am- 
putation of the penis with formation of a perineal 
urethra. Deep x-ray therapy is employed for the in- 
volvement of the internal iliac and para-aortic glands. 
Irradiation of the inguinal glands is unsatisfactory 
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and dangerous, and if the induration does not sub- 
side after amputation of the penis, the glands should 
be removed by block dissection of the groins. 

Davip RosEnBLooM, M.D. 


Congenital Epispadias with Incontinence. Joun E. 
Dess. J. Urol., Balt., 1949, 62: 513. 


Congenital epispadias with incontinence can be 
cured by reconstructive plastic surgery. 

The abnormal location of the urethral meatus on 
the dorsum of the penis in the epispadic individual 
may lie anywhere between the glans penis and the 
penopubic junction. The type located at the peno- 
pubic junction is usually associated with complete 
urinary incontinence because of a lack of fusion of the 
internal and external urethral sphincters ventrally. 

In spite of the rarity of this anomaly, 56 cases in 
more than 5,000,000 hospital admissions, the tragic 
condition of these patients can be obviated surgically. 

The surgical procedure performed in most of the 
6 cases reported was a modification of Young’s dou- 
ble sphincter operation. Following suprapubic ex- 
posure of the bladder, the anterior and lateral as- 
pects of the prostate (or the urethra in the female) 
are freed from the dorsal surface of the intersym- 
physeal band. The bladder is incised from the dome 
to the external sphincter, the roof of the posterior 
urethra being divided as the incision is continued 
downward. From the roof and each lateral wall of 
the posterior urethra and the adjacent bladder wall, 
including a portion of each lateral lobe of the pros- 
tate in the male, a triangular wedge of tissue is re- 
moved. The incisions through each side of the floor 
of the posterior urethra are parallel and approxi- 
mately 6 to 8 cm. apart. The approximation of these 
edges results in a tubular rather than conical urethra, 
as well as a snug internal and external sphincter. 
The mucosa of the bladder on either side of the cen- 
tral strip of mucus membrane is denuded of its mu- 
cosa. This latter variation in the procedure is neces- 
sary only in the female in order to prevent injury to 
the vagina. Construction of the urethra over a No. 8 
or 10 French rubber catheter by means of a continu- 
ous chromic approximation of the cut edges begins 
at the level of the external sphincter and continues 
upward to close the bladder around the mushroom 
catheter. A reinforcing suture is similarly placed 
along the line of closure. 

The second stage of the procedure in the male con- 
sists of excision of the roof and lateral walls of the 
distal portion of the urethra with preservation of the 
mucosa of the floor to line the new urethra. The tis- 
sues lateral to the remaining urethral mucosa are 
approximated over a small catheter. The penile 
urethra is constructed from the mucus membrane 
which lines the groove along the dorsum of the penis. 
Along with the separated corpora cavernosa, the 
newly constructed urethra is displaced to its proper 
position on the under surface of the penis and fixed 
by reapproximating the corpora dorsal to it. The 
skin edges are approximated in the midline with in- 
terrupted sutures. 
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The second stage of the procedure in the female 
differs somewhat in that two diverting incisions are 
made with the apex in the presymphyseal region. 
The lateral walls and roof of the urethra are excised. 
The adjacent urethral musculature is approximated 
in front of a small catheter lying on the mucosa of 
the urethral floor. The anterior portions of the labia 
majora and the halves of the bifid clitoris are ap- 
proximated. 

In contrast to diversion of the urinary stream, for 
example, ureterosigmoidostomy, the author advo- 
cates this form of plastic reconstruction to avoid up- 
per urinary tract damage and provide for satisfactory 
sexual intercourse. PETER L. Scarp1no, M.D. 


Preschool Age Repair of Hypospadias With Free In- 
lay Skin Graft. Forrest Younc and Joun A. 
BENJAMIN. Surgery, 1949, 26: 384. 


After discussing the various types of repairs of 
hypospadias that have been proposed, the authors 
selected free tube grafts as the most promising. 
Other methods of repair were rejected because of 
hair within the reconstructed urethra, poor location 
of the meatus, abnormal urinary stream, postopera- 
tive fistulas, and need for multiple operations. 

Their procedure of choice consists of a first opera- 
tion devoted exclusively to correction of the chordee 
followed, after an interval of at least 6 months, by 
insertion of a free inlay graft of almost full thickness 
skin obtained from the arm. 

They stress the importance, during the first stage 
of freeing the end of the original urethra, of thorough 
excision of all fibrous tissue and of closing the skin 
with a staggered suture line of multiple triangular 
flaps. The urethral meatus is brought out laterally 
through a stab wound, after which the penis is an- 
chored to the abdominal wall with a Foley catheter 
in the urethra. 

At the second stage a tunnel is formed from the 
freed meatus to the tip of the glans, and is filled with 
the free graft mounted on a small urethral catheter. 
This new urethra is sutured to the original segment 
and the penis is again sutured to the abdomen. High 
perineal urethrostomy diverts the urinary flow. 

Since 1940 this method was used to correct 25 
chordees and to construct 16 urethras. Five of the 
latter healed per primam. Five fistulas healed after 
an additional operation. The tiny fistulas have not 
been disturbed. Eight patients were said to have 
satisfactory results after 1 urethral operation, and 6 
had similar results after 2 operations. Two cases are 
awaiting further surgery. 

The chordees were corrected from 18 months of 
age to 24 years. The urethra was constructed before 
the age of 6 years in 6 cases. One child has been ob- 
served for 9 years after his repair at the age of 3 
years, with no tendency to stricture formation or 
return of the chordee. The authors therefore recom- 
mend tube grafts for children and disagree with 
former writers who reserved such an operation only 
for the postpuberty period. Advantages of the 
method are cited as follows: the new meatus in the 
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glans, the more normal appearance of the penis, a 
more normal urinary stream, lack of hair in the 
urethra, adaptability to any length of urethral de- 
fect, fistulas only at the site of the anastamosis, and 
success of the one-stage reconstruction in 50 per cent 
of their 16 cases. Ormonp S. Cutp, M.D. 


Carcinoma of the Penis. Statistical and Clinical 
Study (Carcinoma do pénis. Estudo estatfstico e 
clinico). MARIo DE ANDRADE. Clin. contemp., 1949, 
3: 1530. 

Among 14,888 male patients with benign or malig- 
nant lesions, there were 115 with neoplasms of the 
penis, 80 of them carcinomas. Cancer of the penis 
made up i per cent of all the skin cancers and 
1.9 per cent of all the malignant neoplasms in men. 
The youngest patient was 22, and the oldest 89 years 
old, the average age being 51 years. Phimosis pre- 

ed cancer in 63.2 per cent, syphilis in 6.8 per cent, 
and soft chancre in 3.5 per cent. Trauma due to the 
stenosed prepuce, and retention and fermentation of 
the urine and of the smegma are responsible for the 
réle of phimosis in the genesis of cancer. The glans 
penis was the most frequent site of the carcinoma in 
these patients. 

The cancer may appear as an ulcer, vegetating 
lesion, or a mixed form, the ulcer being the most 
frequent type. 

Amputation was followed by the application of 
radium and roentgen therapy. 

Seventy-one and one-half per cent of the patients 
were still alive 1 year after the operation, 8.4 per 
cent after 3 or 4 years, but none were alive after 5 
years. 

The author recommends the following prophylac- 
tic measures: (1) circumcision, (2) early treatment of 
excoriations and infectious lesions, especially syph- 
ilis, (3) radical extirpation of benign tumors, such as 
papillomas, condylomas, and leucoplakia, and (4) 
biopsy of all nodules or ulcers which do not yield 
promptly to the treatment given. 

K. Narat, M.D. 


Sarcoma of the Penis | roe primitivo del 
pene). Jutro Picatoste y PatiNo. Arch. espaf. 
urol., 1949, 5: 316. 


Fifty-five cases of primary sarcoma of the penis 
were collected from the literature by the author, who 
adds a case of his own. Of 10 tumors of the penis 
observed within 19 years, 1 was a sarcoma. It de- 
veloped in a boy 5 years of age, who remained well 
20 months after the operation. The tumor was lo- 
cated on the glans penis and there were bilateral 
inguinal adenopathies. Under general ethyl chloride 
anesthesia the tumor was extirpated with the elec- 
trocautery. The diagnosis of sarcoma fusocellulare 
was established histologically. In view of the pa- 
tient’s age the author refrained from a total ampu- 
tation of the penis and extirpation of the scrotum 
and testes. However, the regional lymph glands 
were subsequently removed under ether anesthesia. 

Josern K. Narat, M.D. 
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Retropubic Prostatectomy (Die retropubische Pro- 
statektomie). WERNER STAEHLER. Deut. med. 
Wschr., 1949, 74: 1155. 


The author reviews briefly the different methods 
of prostatectomy (transurethral electrocautery, and 
suprapubic, perineal, ischiorectal, and retropubic 
enucleation), and states that retropubic enucleation 
as devised by Millin in England in 1945 is the method 
of choice and superior to all other approaches in the 
treatment of benign hypertrophy of the prostate. 

To be satisfactory a method of prostatectomy 
should offer (1) functionally good and lasting results, 
( a minimum of postoperative complications, and 
(3) a low mortality. Retropubic enucleation com- 
plies with all of these three postulates. 

One advantage of the Millin method is that the 
surgeon has a complete view of the field of operation 
and is able to discover smaller or larger adenomatous 
nodes which may be imbedded in the capsule of the 
prostate and which, with other methods, often re- 
main undiscovered after enucleation of the main 
node. Furthermore, this is the only method which 
permits visualization of the entire posterior aspect 
of the urethra. 

In contrast to the original method as developed 
by Millin, the author incises the capsule sagittally 
rather than transversely. This decreases the danger 
of hemorrhage as fewer veins have to be ligated or 
cauterized, and, at the same time, it gives an even 
better over-all view of the field. 

Complications occur rarely. Edema of the penis 
was not observed in any of the author’s cases. Uri- 
nary fistula can be prevented by using continuous 
rather than interrupted sutures. Infection of the 
prevesical space and osteomyelitis of the pubic bone 
occurred once in the author’s cases. Other compli- 
cations such as postoperative hemorrhage, inconti- 
nence, or neuralgia of the obturator nerve were not 
observed in the retropubic method. 

The mortality was 4.6 per cent in a series of 724 
cases reported by Millin and his collaborators. 

As to the indications, the length of the adenoma 
should be at least 3.5 cm. to warrant good results. 
The method is not appropriate for smaller adenomas; 
these should be treated by electrocautery. 

WERNER M. Sotmitz, M.D. 


Retropubic Prostatect (Considerazioni sulla pros- 
tatectomia Fizrepo GALLIzIA. Urolo- 
gia, 1949, 2: 89. 

Gironcoli, in 1946, used Millin’s method of retro- 
pubic prostatectomy in Italy just when in America 
and in Italy many surgeons again used the perineal 
prostatectomy, because of the removal of the pro- 
static adenoma in one stage. But the perineal pro- 
statectomy made no difference to the great majority 
of urologists because of the technical improvements 
produced by the introduction of the sulfa drugs and 
antibiotics, and chiefly because of the definitive re- 
sults of Freyer’s method. The referendum of the 
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French Society of Urology which relates the ex- 
periences of the greater French urologists and of 
numerous foreign urologists, is the best evidence that 
the retropubic prostatectomy met universal favor 
because it was rapid, simple, and produced little 
pain. This procedure is a revolution because it 
permits complete ablation of the prostate and direct 
hemostasis under visual control without the in- 
convenience of suprapubic derivation. 

At first Millin’s operation was done in people who 
were not obese, in a good general condition, and 
with clear urine and a middle-sized adenoma. Ac- 
tually the indications were more numerous. When 
the general condition is poor for extrarenal reasons, 
Millin’s operation is indicated because of absence 
of operative shock and the advantage of a single 
operation. High nonprotein nitrogen does not always 
contraindicate Millin’s method, but only when the 
nonprotein nitrogen, with the permanent catheter, 
falls very slowly. Large or small adenomas are 
always removable, independently of the site. Many 
authors remove the flat and small prostates via 
endoscopy, but there is no certainty of total ablation 
and the author prefers Freyer’s method in these cases. 
In patients with urinary infections the author prefers 
Millin’s method if the urine is clear or when it be- 
comes clear rapidly following the administration of 
sulfa drugs and antibiotics. For adenocarcinomas 
the elective method is the perineal or pararectal 
operation of Gil Vernet, but the retropubic pros- 
tatectomy can give good results. 

The author used Millin’s original method with 
some variations. The patient is placed in Trendel- 
enburg’s position, the abdomen is opened, Retzius’ 
fat is separated, and after the prostatic sheath 
is found the fat which covers it is carefully removed 
to assure a good supply of blood to the region. The 
capsule is cut longitudinally in the middle line, the 
right index finger is introduced to locate the cleavage 
plane, the urethra is pulled out at the level of the 
prostate and the adenoma is enucleated; the aspira- 
tor is useful. The opening of the vesical neck, is 
cut when it is stenotic, and the vesical cavity is 
examined. Sometimes the bidigital examination of 
the prostatic sheath is useful to enucleate easily the 
adenoma, and in that case the left index finger is 
introduced into the rectum. After removal of the 
adenoma, the hemorrhage stops; it is easy to ligate 
two small arteries placed laterally at the left and 
right side of the neck. Subsequently, the catheter 
(Nelaton n. 22-23) is introduced from the urethral 
meatus into the bladder. The capsule is sutured in 
two planes with interrupted stitches. The trans- 
verse incision of the capsule is not used to prevent 
incision of the vessels. The incision used can be 
readily enlarged when the adenoma is voluminous 
and can be sutured easily in two planes. The neck is 
sutured to the side walls of the capsule when there 
is a large retrovesical space; this is done after the 
posterior wall of the neck is cut to prevent infections 
of that space due to the missed drainage. The electric 
knife or electrocoagulator is not used so as to pre- 
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vent slough formation, which would disturb the 
healing process. 

Thirty patients were operated upon, 2 of them with 
adenocarcinoma and 28 with adenomas. The age of 
the patients varied from 61 to 79 years; some of them 
were in poor general condition with impairment of 
the cardiovascular system and deficiency of renal 
function. Nearly all of them had cloudy urine. Pre- 
ventive cystoscopy, a permanent catheter, and 
urinary antiseptics were used; the catheter was used 
for a few days only to clarify the urine and bring 
back renal function. Penicillin was rarely given for 
prevention, but from 150,000 to 200,000 U. pro die, 
were given for 5 or 6 days postoperatively. Two 
grams of sulfa drugs were given daily to control the 
Bacterium coli. Urinary retention ranged from 200 to 
500 c.c.; some of the patients had complete retention. 

The postoperative course was characterized by 
the almost complete absence of shock even when the 
operation was long and difficult. After 2 or 3 days of 
moderate hemorrhage the urine became clear. As a 
rule, the catheter was removed after 8 days and the 
stitches were removed on the seventh day. The 
patient was allowed up from the eighth to the tenth 
day. The patients urinate freely but have some 
burning sensation; the abdominal wounds heal per 
primam, but a moderate amount of secretion is found 
on hypogastric drainage; sometimes this secretion 
becomes purulent but it is readily controlled. 

The complications were moderate. All of the 
patients had bloody urine for the first 2 or 3 days; 
the bladder is not washed routinely, but the catheter 
is inspected and only when it is clogged is an aspira- 
tion made and antiseptic liquid is used for lavage. 
Only 1 patient had some signs of bronchopneumonia, 
but good results were obtained with penicillin. 
Ligation of the vas was used only in the patients 
with acute or chronic epididymitis; there were 3 
patients with this complication and good results were 
obtained in all of them. There were 2 patients with 
suppuration of the hypogastric wound and urinary 
fistula; one was treated with a permanent catheter 
and recovered after 5 days, the second one recovered 
after 15 days of local and general treatment. 

Transitory postoperative complications were ob- 
served. The patients were allowed up on the seventh 
or eighth day after the operation and on the same 
day the catheter was removed; hospitalization for 
these patients was less than for the patients treated 
with Freyer’s method. The operative scar was solid 
and there were no hypogastric fistulas, which are 
frequent with Freyer’s method. The only incon- 
venience was the fact that the urine became cloudy 
after the catheter was removed and the antibiotics, 
sulfa drugs and acridine were ineffective. There was 
residual urine, and the two glass and cystoscopic 
examinations showed suppuration in the prostatic 
sheath. With Millin’s method the vesical neck is 
left intact; therefore, a cavity from the porte soe 
adenoma is left in the prostatic tract, in which 
are necrotic tissues left by the operation and by the 
catheter. Infection easily spreads and pus is ob- 
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served in the urine. The most common complica- 
tion is epididymitis. 

The best results in the control of this suppuration 
were obtained by ureterovesical lavage with “‘ianet.” 
In some patients with a voluminous prostate the 
neck was fixed to the wall of the prostatic sheath to 
prevent the formation of retrovesical spaces but still 
there was suppuration. All of the authors report a 
high percentage of incontinence with Millin’s method 
(Cibert—49 of 300 cases). This inconvenience is 
transitory but total during the first days, but after- 
ward it is orthostatic; it continues from a few days 
to a few months. The author believes that the 
cause of the incontinence is the traumatism during 
the operation on the striated sphincter. 

All but one of the patients recovered; one died 
during a cardiac crisis on the seventh postoperative 
day. There was no residual urine and the urine was 
clear or slightly cloudy. The average duration of 
hospital stay was 20 days. These statistics are not 
definitive but with the statistics of other authors 
they lead to the conclusion that Millin’s method is 
the method of choice for prostatectomy. It shortens 
the hospitalization and does not expose the surgeon 
and patient to severe risks. 

P. Cascino, M.D. 


The Treatment of Vesical Neck Obstruction by En- 
doscopic Resection. N. E. Berry and E. P. 
Waite. Brit. J. Jrol., 1949, 21: 215. 


The authors describe their experience with over 
2,000 transurethral prostatic resections. Their indi- 
cation for performing the operation is vesical ob- 
struction, and the limitation is the experience of the 
operator. They believe that preoperative drainage 
or cystoscopy is usually not necessary and is often 
ill-advised. It is important to take a careful history, 
to carry out a complete general examination, to eval- 
uate renal damage, and to detect the presence of 
associated disease, especially cardiovascular disturb- 
ances. Nonprotein nitrogen estimation and Wasser- 
mann tests are made. Only when there is evidence 
of renal insufficiency, when the patient is febrile, 
when the bladder is grossly overdistended, or when 
there is serious associated disease do they carry out 
preoperative preparation. Drainage is accomplished 
with an indwelling catheter. They do not practice 
gradual decompression. 

Low spinal anesthesia is employed. With the 
McCarthy resectoscope, the operation is begun on 
the floor, beginning at the vesical neck, and a sec- 
tion is taken of the entire length of the prostatic 
urethra; as successive sections are taken the lateral 
lobes fall in. Large pieces of tissue are taken. The 
left index finger is inserted into the rectum at inter- 
vals. It is wise to do as complete a prostatectomy 
as possible, but a thin layer of prostatic tissue is left 
on the capsule. If the operation cannot be com- 
pleted in 1 hour, the prostatectomy is completed at 
a second stage. Only the large vessels are fulgurated 
when working rapidly, and most of the hemostasis is 
done at the operation’s end. All clot and pieces of 
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tissue are removed from the bladder meticulously. 
With adequate hemostasis at operation, there is little 
need for many irrigations after the patient returns to 
his room. Secondary hemorrhage occurs in less than 
0.5 per cent of cases. 

A tight meatus should be slit, and if the penoscro- 
tal angle is tight, it is the authors’ practice to per- 
form internal urethrotomy to F. 30, at the roof in the 
midline. Following a transurethral procedure, the 
external urethral meatus is inspected at intervals, and 
dilated when necessary, until healing is completed. 

Most of the authors’ difficulties arose from infec- 
tion with encrustation and ulceration, although with 
more attention to details, less irrigation, and the use 
of effective urinary antisepsis, these are becoming 
less frequent. If large tags of devitalized tissue are 
left, or the prostate is incompletely removed, good re- 
sults are not likely; the more complete the operation, 
the more likely the patient is to have a rapid conva- 
lescence and complete symptomatic relief. Most of 
the incontinence seen by the authors was caused by 
incomplete operation or subsequent stricture. Epi- 
didymitis occurred in 20 per cent of cases in which 
vasoligation was omitted, and occurred only occa- 
sionally when it was performed. They ligate the vas 
routinely by a subcutaneous encirclement ligation 
with fine wire. They have not observed intravascu- 
lar hemolysis and anuria when tap water has been 
used for the irrigating medium, rather than distilled 
water. 

In the last 1,000 cases, the mortality reported by 
these authors was 3.5 per cent, which they consider 
much too high; this figure is attributed to the inclu- 
sion of patients who were unreasonable risks. They 
believe that open operation has the hazards of infec- 
tion and hernia and that the claimed advantages of 
open operations, such as the retropubic method, are 
incorrect. They perform open operations in only 3 
per cent of cases; of the open methods, they prefer a 
one-stage suprapubic operation with primary clos- 
ure, followed by fulguration of bleeding points with 
the resectoscope. The authors believe that endo- 
scopic removal of the prostate gland is as good as 
the best that can be obtained by any other method. 

Davip RosENBLOoMm, M.D. 


The Diagnosis of Malignant Testicular Tumors. 
NormMan Wynpuam. Austral. N. Zealand J. Surg., 
1949, 18: 256. 

The author studied 35 cases of testicular tumor. 
He believes that a heavy, rather insensitive, smoothly 
lobulated testicular swelling occurring in a man be- 
tween the ages of 20 and 40 years is almost certain to 
be a seminoma or teratoma, especially if there are no 
signs of inflammation, if the Wassermann test is neg- 
ative, and if the Aschheim-Zondek test is positive. 
Orchectomy is urgent in all cases of testicular tumor. 
The author is indefinite as to the relationship of 
tumor to undescended or imperfectly developed tes- 
ticle. While testicular tumors may be insidious, ful- 
minating, chronic, or cryptic, a pseudoinflammatory 
type exists and may even respond temporarily to 
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anti-pyogenic treatment. There is danger of con- 
fusing hematocele with tumor, especially with tera- 
tomas of hemorrhagic or necrotic types. The scro- 
tum should be examined in all cases of abdominal 
tumor. Secondary tumors in the lung may be caused 
by teratomas, and pneumonia may be considered 
first. 
Testicular tumors may exist in the presence of a 
negative Aschheim-Zondek test, and erroneous con- 
clusions may be drawn as to the histology of such 
tumors from studies of the urinary hormonal secre- 
tion alone. Patients with chorionepithelioma have 
the highest concentration of follicle-stimulating hor- 
mone in the urine, and, in descending order, are the 
adenocarcinomas, seminomas, and adult teratomas. 
Davin RosEnsBLooM, M.D. 


Cytologic Puncture in the Diagnosis of Cancer of 
the Testis (La puncién citolégica en el diagnéstico 
de los c4nceres del testiculo). Ratt A. Priaccio 
Bianco, PEpRO PAasEyRO, ALBERTO SCHUNK, JUAN 
Liopart, and Osvatpo F. Grosso. Arch. urug. 
med., 1949, 34: 233- 


To obtain the necessary material in cytologic 
puncture for the diagnosis of cancer of the testis, the 
authors use a fine needle without preliminary anes- 
thesia as they found that the testicular puncture 
does not cause any more pain than an ordinary hy- 
podermic injection. The testis is fixed with the left 
hand which holds the skin taut over its anterior 
border, and the needle is inserted without hesitation, 
care being taken not to introduce it too far so as not 
to run the risk of going completely through the 
organ which has only a moderate anteroposterior 
diameter. A syringe is adapted to the needle and an 
energetic aspiration is made to obtain a drop of ma- 
terial sufficient for cytologic examination. The in- 
tervention takes only about 3 seconds. At least two 
preparations must be made: one smear is tested 
with the May-Gruenwald-Giemsa stain and the 
other is a fresh preparation for a study of the sper- 
matozoa. 

The normal testicular cytogram is characterized 
by the presence of numerous cells which are round 
and relatively small as compared to tumor cells, 
with rather dense chromatin, scarce cytoplasm, and 
few nucleoli, and, in general, with the aspect of be- 
nign cytology as observed in other organs such as 
the thyroid and prostate. In addition, there are 
spermatozoa. 

The cytogram of testicular cancer is characterized 
by the presence of atypical cells, often showing 
monstrosities, gigantism, and intense nucleolar reac- 
tion. The authors consider seminoma and chorio- 
epithelioma. 

The cytogram of seminoma presents the general 
characteristics of blastomatous cells. The cells are 
large, some being enormous or monstrous; the nucleus 
varies in form and may be round, ovoid, pyriform, 
and sometimes double; there may be single or multi- 
ple nucleoli and numerous vacuoles; the chromatin 
network is usually fine (leptochromatic). The cyto- 


plasm is less characteristic and may show many 
vacuoles. There is also mitosis. The background of 
the preparation is formed by the fluid or semifluid 
interstitial material of the tumor; it is spongy, vacu- 
olated, and sometimes very abundant and thick. - 
The cytogram of chorioepithelioma also presents 
the general characteristics of blastoma. There are 
numerous rounded cells with scarce cytoplasm and 
numerous vacuoles; they occur alone or in plaques, 
sometimes forming dense masses, and are difficult to 
stain because of the regressive phenomena presented 
by the cells. There is intense necrobiosis with 
amorphous, poorly stained cellular remnants. 


The puncture also makes it possible to discover 


non-neoplastic processes (inflammatory, cystic, 
hemorrhagic) in cases of testicular swelling suspected 
of being of neoplastic nature. 

RicHARD KEmEL, M.D. 
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Evaluation of Cytologic Studies in Tumors of the 
Urinary Tract (Ricerche sulla validita’ del reperto 
citologico nei tumori delle vie urinarie). SERGIO 
Morsant. Urologia, 1949, 16: 193. 


The author reports his results in diagnosing tumors 
of the urinary tract from the study of stained smears 
of cells exfoliated in the urine. Fluid obtained from 
lavage of the bladder with tepid physiologic saline 
solution was used for the studies in patients with 
lesions of the bladder. If a cancer of the prostatic 
gland was suspected, physiologic saline solution was 
introduced into the bladder after a prolonged mas- 
sage of the prostate and the patient was allowed to 
empty his bladder spontaneously. If a lesion of the 
kidneys was suspected, the renal pelvis was lavaged. 
The collected specimen was centrifuged, decantered, 
and the sediment examined according to the Papa- 
nicolaou method. 

Difficulties were encountered in the differentiation 
of malignant cells and altered lymphocytes. 

Among 11 cases of cancer of the bladder, a posi- 
tive diagnosis was obtained in 8, a negative one in 2, 
and a doubtful one in 1 case. 

All 6 cases of carcinoma of the prostate gland gave 
negative results. 


Among 3 cases of carcinoma of the kidneys, the 


result was positive in 1 case, negative in 1, and 
doubtful in 1. , 

The author does not deny the great diagnostic 
value of the cytologic diagnosis, but he stresses the 
fact that doubtful or negative findings do not exclude 
the presence of cancer. Joseru K. Narat, M.D. 


Elliptical Anastomosis in Urologic Surgery. REED 
M. NEsBIT. Ann. Surg., 1949, 130: 796. 


Surgeons who perform operations upon the uro- 
genital tract often find it necessary to transplant 
the ureter or the urethra from its natural location to 
some other site. And when procedures of this sort 
are carried out the results are often compromised 
or even defeated because of constriction at the site of 
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anastomosis. The cause of constriction at these 
areas appears, in part, to be related to the small size 
of the normal ureter and urethra; but other factors 
undoubtedly play a role in the matter, since stricture 
formation is the rule rather than the exception in 
many situations. 

Various techniques have been utilized in an 
effort to overcome this constrictive tendency. All of 
these techniques have one feature in common: the 
direct suture of one epithelial border to another. 
However, even when successful union has occurred 
following direct anastomosis, the inherent tendency 
to concentric constriction has often given rise to 
stricture at the point of anastomosis, for the ureter or 
urethra is usually cut transversely, or else obliquely, 
and in either situation the lumen of the small tube is 
directly involved in the anastomosis, and so becomes 
constricted if the site of anastomosis contracts. 

The principle of elliptical connection which is made 
possible by a single slit at the terminal end of the 
ureter or urethra appears to overcome the tendency 
toward constriction in the lumen. When the tube is 
slit in this manner, its terminal portion becomes 
spatulate in shape with a diameter #7 times the diam- 
eter of the original tube. Furthermore, when the 
spatulate end is utilized in making a direct anasto- 
mosis to the skin or to another viscus, the actual 
caliber of the smaller tube is in no way jeopardized 
by the healing of the anastomosis, since only one 
stitch directly involves its circumference. When this 
technique is employed, any tendency toward con- 
striction at the point of epithelial union will involve 
only the large circumference of the stoma and will 
not, in so doing, cause a decrease in caliber of the 
tubes that are connected by the anastomosis. 

Ureterosigmoidal anastomosis by direct elliptical 
connection avoids all points of constriction, and has 
demonstrated its value in the uniform avoidance of 
ureteral and renal dilatation in laboratory animals 


Comparison of methods 

and in more than 20 patients who have been 
operated upon during the past year at the University 
of Michigan Hospital, Ann Arbor. Another advan- 
tage of this technique has been demonstrated in the 
successful transplantation of grossly dilated ureters 
in 4 patients; 2 of the latter had far advanced 
bilateral hydroureters and hydronephrosis. 

The principle of elliptical connection has also been 
applied successfully in reimplanting the upper end 
of the ureter for the treatment of congenital hydro- 
nephrosis. When there is a relatively small renal 
pelvis the ureter is severed and a terminal slit 
is made on one side for a distance of about 1 cm., 
then a vertical incision of equal length is made at a 
dependent point in the renal pelvis and a direct 
anastomosis is made. When a large and redundant 
pelvis is encountered it is excised and anastomosis of 
the spatulate upper ureter is made at the lower end 
of the incision in the pelvis. Nesbit has not employed 
a splint at the site of anastomosis, but has directed 
the urine by nephrostomy for 2 weeks. This same 
technique of anastomosis has been employed suc- 
cessfully in 3 cases for the reimplantation of the 
lower ureter into the bladder. 

Elliptical anastomosis has been employed advan- 
tageously in connection with the performance of 
cutaneous ureterostomy in 2 cases, and these com- 
prise the sole instances in the author’s experience in 
which stricture at the mucocutaneous junction has 
been avoided. 

Four patients with cancer of the penis have had 
amputations in which elliptical anastomosis of the 
urethra to the skin has been employed. In 2 cases 
a local amputation was performed and the method 
was found to simplify the technique of operation. 
Follow-up examination of both patients demon- 
strated the new meatus to be free from stricture. 

In 2 patients who had radical amputation of the 
penis and perineal urethrostomy, the bulbous urethra 
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was anastomosed to the perineal skin by direct 
elliptical connection, and strictures have been 
avoided in both instances. 

Another situation in which the principle was suc- 
cessfully employed involved the anastomosis of the 
vas deferens to the epididymis in treating sterility 
due to a congenital stenosis in the duct of the 
epididymis. The patient has been shown by 
testicular biopsy to have normal spermatogenesis, 
yet his semen contained no spermatozoa. A slit 1 
cm. long was made in the globus major of the epididy- 
mis and fluid obtained from it was found to be made 
up of active sperms. Elliptical anastomosis between 
the slit terminal of the vas deferens and the incised 
epididymis was easily effected, and 6 months after 
operation the patient had semen which contained 
spermatozoa in normal number and with normal 
activity. 

The author stated that while the principle of 
elliptical anastomosis is manifestly not a new concept 
(the technique has previously been utilized in all 
fields of surgery), the distinct advantages of the 
method in the field of urologic surgery apparently 
have never before been asserted. 

ROBERT TuRELL, M.D. 


The Permeability of Colles’ Fascia for Urine. R. 
Date Smita. J. Urol., Balt., 1949, 62: 535. 


The appearance of extravasated urine in the scro- 
tum 6 to 8 hours after its appearance in the super- 
ficial urogenital pouch is difficult to understand if, 
as previously described, an open communication ex- 
ists between the superficial urogenital pouch and the 
scrotal cavity The author had observed that Colles’ 


fascia actually extended uninterruptedly from the 
dorsal margin of the urogenital a forward 
across the top of the scrotal cavity, forming a fascial 
partition of considerable thickness between the su- 
perficial urogenital pouch and the cavity of the scro- 
tum. In view of these observations, experiments 
were conducted to ascertain whether this fascial par- 
tition represented a temporary barrier to the passage 
of urine. 

Using fresh cadaver material, the ‘‘major leaf” of 
Colles’ fascia which lies between the superficial uro- 
genital pouch and the scrotum was exposed. Paral- 
lel incisions were made over each ischiocavernosus 
muscle. The fascia was freed and immediately trans- 
ferred to a container of Ringer’s solution. The ex- 
cised fascia was then submitted to various ingenious 
tests. Urine under 70 millimeters of mercury pres- 
sure was found to pass the fascial membrane at an 
ever decreasing rate as the time of exposure was 
increased. 

It was apparent, from the experiments conducted, 
that the permeability of Colles’ fascia for urine is so 
low that very little urine could pass through it even 
after relatively long periods of time. It is this prop- 
erty of Colles’ fascia which accounts for the delayed 
passage of urine from the superficial urogenital pouch 
into the scrotum. The experiments demonstrated 
also that this leaf of fascia is practically impermeable 
to urine unless the urine is placed under high pres- 
sure. It is possible that the impermeability is due to 
the structural variations in Colles’ fascia. In general 
the permeability of fascia became less after exposure 
to urine, and in no case was it increased by the action 
of urine. Peter L. ScarpINno, M.D. 
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CONDITIONS OF THE BONES, JOINTS 
MUSCLES, TENDONS, ETC. 


Nonspecific (Eosinophile) Granuloma of Bone. R. 
M. Hitt. Brit. J. Surg., 1949, 37: 69. 


About 72 cases have been reported which conform 
to the type known as nonspecific (eosinophile) granu- 
loma of bone. Apparently there are three stages of 
the affection, namely, eosinophile, xanthomatous, 
and lipoid stages. The author suggests that this type 
of case be called nonspecific granuloma of bone to 
include the three forms. 

Etiology. The disease is commonly observed in 
children and adolescents, although some cases are 
seen in older individuals. There is a marked pre- 
ponderance of males in the proportion of 5 males to 
1 female. Thomas Smith in 1865 was probably the 
first to report a case of the type under review. Hand 
in 1893 described the triad of features (calvarial 
osseous defects, exophthalmos, and polyuria) sub- 
sequently noted by Schueller in 1915 and Christian 
in 1919. The three names, Hand, Schueller, and 
Christian, became associated with the syndrome. 
During the past 20 years the pathological features 
have assumed a greater significance. There has been 
a notable tendency to include them in a broader field 
comprising such varieties of abnormal lipoid deposi- 
tion as xanthoma; Niemann-Pick disease, when 
phosphatid or lecithin is deposited in the liver, spleen, 
and bone-marrow; Gaucher’s disease, when a lipo- 
proteid is similarly distributed; and other diseases 
and syndromes including the Schueller-Christian 
syndrome. To the American investigators, Jaffe and 
Lichtenstein, goes the credit for the designation 
“eosinophile granuloma of bone.” 

Roentgenographic appearances. Characteristically 
there is an oval or circular translucent area in the 
skull. The edges are usually crenated and produce 
the typical geographical outline. The margin is sharp 
and well defined, and there is rarely any surrounding 
sclerosis. Both tables of the skull, for example, are 
usually equally involved, and the suture lines do 
not limit the extension. The process may also occur 
in the long bones, notably the femur. Periosteal new 
bone formation is slight and appears to be confined 
to the lesions of the long bones. 

Pathologic changes. ‘The osseous lesions consist 
essentially of a cystic area, usually in the central part 
of the bone. There is a supernatant fluid in the softer 
lesions which may be clear or turbid, and microscopic 
study of aspirated fluid may show abundant eosino- 
phile leucocytes. Multinuclear giant cells are fre- 
quent in the areas of hemorrhage and necrosis. A 
large mononuclear cell derived frem the reticulum cell 
. = marrow is a characteristic component of the 

uid. 

Differential diagnosis. The lesion may simulate 
closely meningioma and epidermoid cysts. Low grade 


pyogenic osteomyelitis may be confusing, but in the 
chronic case there is a greater degree of density at the 
periphery. Syphilitic lesions at certain stages may 
be dissociated only by serological reactions. Biopsy, 
culture, and animal inoculation serve to diagnose 
tuberculosis in the cystic form. Ewing’s tumor 
usually produces a more severe general reaction. 
Osteitis fibrosa cystica also may be confused with the 
syndrome being reported. Myelomatosis may be dis- 
tinguished by the roentgenological appearance and 
by proteinuria when the latter is present. Osteo- 
genic sarcoma and metastatic tumors may be dif- 
ferentiated most certainly by biopsy. Biopsy should 
be carried out in all cases. 

Treatment. This has been largely empirical. 
Resolution and healing is sometimes complete within 
6 to 12 months. Serial roentgenographs are included 
showing complete healing in a case of a boy 15 years 
of age. No deaths directly attributable to the disease 
have been reported. Spontaneous healing is the rule 
in the course of months, with or without treatment. 

KENNETH SHERMAN, M.D. 


Malignant Osteoclastoma. Dorotny S. RussELL. J 
Bone Surg., 1949, 31-B: 281. 


It is generally conceded that a solitary osteoclas- 
toma of the long bones may occasionally prove 
malignant, but there is no agreement as to the fre- 
quency of this occurrence or as to the diagnostic 
criteria of the histological appearance of malignancy 
of a primary growth. Clinical evidence of pulmonary 
metastasis has been recorded in a number of cases 
published during the last 35 years after curettage of 
the primary tumor, irradiation, and amputation of 
the limb, but unfortunately autopsy has seldom been 
performed. It is generally agreed that the character 
of the cellular matrix, or the so-called “stroma cells” 
as distinct from osteoclastic giant cells, demands 
careful scrutiny in the assessment of malignancy. In 
certain examples these stroma cells may first be in- 
distinguishable from those of a benign growth, but 
subsequent biopsies show malignant characteristics 
such as marked polymorphism of the cells and their 
nuclei, increasing numbers of mitotic figures, and the 
formation of a distinctive and malignant type of 
giant cell. In other examples the stroma cells display 
malignant features at the first biopsy. 

Five cases have been selected for detailed consider- 
ation—2 osteoclastomas of the upper end of the 
tibia, treated along parallel lines by curettage, irra- 
diation, and amputation, in which metastasis super- 
vened; and 3 osteoclastomas of histologically malig- 
nant character complicating osteitis deformans 
(Paget’s disease). 

If the first 2 cases are acceptable as authentic 
examples of metastasizing osteoclastoma, it follows 
that metastasis in this tumor is associated with two 
different types of evolution in the growth. A frankly 
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malignant change may take place in the stroma cells 
of the primary tumor with the production of cytolog- 
ic appearances that are difficult to distinguish from 
those of osteogenic sarcoma; alternatively, the tumor 
may proceed to metastasis without appreciable mor- 
phological changes in its cells. Further experience 
alone can decide whether these two types of metasta- 
sizing osteoclastomas are to be distinguished. If such 
a distinction is confirmed it follows that no accurate 
prognosis can be based upon the histological appear- 
ance of a solitary osteoclastoma even though it may 
appear benign by ordinary criteria. 

The association of malignant osteoclastoma with 
osteitis deformans as reported in the 3 other cases 
casts an interesting side light on the disputed ques- 
tion as to whether or not a distinction should be 
drawn between the osteoclastomas that may be asso- 
ciated with generalized osteitis fibrosa and the soli- 
tary osteoclastoma that occurs without general bone 
disease. Rupotrs S. Reicu, M.D. 


Liposarcoma of the Bones (Liposarcoma osea). Ist- 
DORO SLULLITEL. Rev. ortop. traumat., B. Air., 1949, 
18: 145. 

Liposarcoma of the bones is extremely rare. The 
case report of a 41 year old patient was the first in 
the Argentine literature, and the ninth in the world 
literature. The lesion presented as a bizarre locu- 
lated swelling of the right frontoparietal area. Roent- 
genographic views showed the lesion to be limited to 
the cranium. Autopsy revealed the character and 
multiple metastases of the tumor. 

Six months before consulting medical aid, the pa- 
tient noticed a small nodule over the right frontal 
area. The lesion was symptomless but grew rapidly 
until it reached the size of a grapefruit. The patient 
developed cerebral vomiting, became cachetic, and 
progressed down-grade rapidly until death inter- 
vened. STEPHEN A. ZIEMAN, M.D. 


Nerve Injuries Following Ischemic Contracture of 
Muscles (Nervenschaedigungen bei ischaemischer 
Muskelkontraktur). K. Decker. Zschr. Orthop., 
1949, 78: 318. 


Disturbances of peripheral innervation were stud- 
ied by the author in 25 patients with ischemic muscle 
contractures. The clinical diagnosis was confirmed 
by operative findings in over 50 per cent of the cases. 
Resection of peripheral nerves in 6 patients offered 
the opportunity of studying the specimens. 

Not only bone injuries, but also those of soft parts 
on the anterior aspect of the elbow and the flexor 
side of the forearm may lead to Volkmann’s contrac- 
ture. The author states that injuries or traumas of 
blood vessels produce ischemic contractures only in 
rare instances; occlusion of a large artery is likely to 
be followed by necrosis or gangrene of the involved 
extremity; limitation of the supply of arterial blood, 
accompanied by interference with the reflux of ve- 
nous blood, may produce an ischemic contracture in 
the presence of external pressure on the: muscles; 
Ligation of the efferent veins alone is followed only 
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by a swelling of the tissues; and excessive pressure 
by a dressing is seldom the sole cause of a con- 
tracture. 

The contracture occurs only in the flexor muscles 
of the forearm or of the lower leg because they are 
completely enclosed in tense fascia which allows no 
escape. An increase of the internal pressure may be 
caused by a hematoma within the muscles, or edema 
of the surrounding tissues. An insufficient blood 
supply to the muscles and an interstitial inflamma- 
tory process have a deleterious effect on the circula- 
tory conditions. Secondary changes in the muscles, 
nerve trunks, and blood vessels within the enclosed 
space follow. 

The author is inclined to believe that a simple 
fasciotomy is as effective as operations on the blood 
vessels. He doubts whether the vasospastic theory 
of the origin of ischemic contractures is correct. 

The lesion of the nerves is usually found not at the 
level of the traumatized bones, but further down 
— the flexor muscles of the forearm or the lower 
eg. 

Disturbances of mobility of muscles may be 
ascribed to two factors: (1) loss of parenchyma by 
the long muscles of the forearm, and (2) paralysis of 
the short muscles caused by interference with con- 
duction through the afferent nerves. 

The term “ischemic contracture” is incorrect, 
since, in addition to circulatory disturbances, nerve 
lesions participate in the genesis of the condition. 

If a conservative treatment over a period of sev- 
eral months is not followed by considerable improve- 
ment, operative procedures such as transplantation 
of muscles, shortening of the bones by osteotomy, or 
suturing of the nerves are indicated. 

Josera J. Narat, M.D. 


The Shoulder. The Clavicle and Its Functions. Indi- 
cations for Its Extirpation (El hombro. La cla- 
vicula, sus funciones. Indicaciones de su extirpa- 
cién). Ricarpo J. Carirat. Bol. Soc. cir. Uruguay, 
1948, 19: 632. 

A brief description of the evolution of the function 
of the upper extremity is followed by a review of the 
comparative anatomy of the shoulder and enumera- 
tion of its components. Much space is devoted to 
the analysis of the functions of the clavicle. 

Indications for the resection of the clavicle may 
be divided into five groups: 

1. Lesions of the clavicle itself, such as osteomye- 
litis, tumors, and painful callus. 

2. Lesions of the acromioclavicular articulation, 
such as dislocation and arthrosis. 

3. Spontaneous or surgical ankylosis of the scapu- 
lohumeral articulation. 

4. Invasion of the axillary and supraclavicular 
glands by a malignant process. A partial resection 
or a total extirpation of the clavicle in such cases 
facilitates the radical dissection. 

5. Lesions of the innominate, subclavian, axillary, 
carotid, vertebral, transverse scapular, or transverse 
cervical artery. A partial resection of the clavicle fa- 
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cilitates access to the involved blood vessel. A reposi- 

tion of the fragments of the bone may be undertaken 

in suitable cases at the end of the operation. 
Josern K. Narat, M.D. 


Painful Shoulder; Review of 100 Cases. R. J. W. 
WrirHers. J. Bone Surg., 1949, 31-B: 414. 


The authors present a review of 100 cases of pain- 
ful shoulder. The average age of these patients was 
52 years. All presented a well defined syndrome of 
painful shoulder with no radiographic evidence of 
abnormality. There was a definite history of trauma 
in 60 per cent of the patients. Clinically, they are 
divided into three groups: (1) rupture of the supra- 
spinatus tendon, (2) supraspinatus tendinitis, and 
(3) capsulitis of the shoulder. 

In the adult, the tendons of the short rotator 
muscles fuse with the capsule, and the length of the 
tendinous portion of each muscle increases with age. 
In the supraspinatus, fusion may extend to the 
suprascapular notch. 

Rupture of the aging supraspinatus tendon also 
increases with age. Falls on the shoulder are likely 
to cause direct injury to the upper capsule area. 

Eighteen of these patients were found (by surgery) 
to have rupture of the musculotendinous cuff. The 
best results were obtained in cases in which it was 
possible to bring the torn margins together longi- 
tudinally without tension, and in which no fixation 
to bone was attempted. Conservative treatment in 
an abduction splint for 5 to 6 weeks is urged, with 
surgery only as a last resort. 

Rupture of the supraspinatus tendon may cause 
no symptoms, or may cause complete loss of func- 
tion. The degree of pain varies similarly. The ability 
of other short rotators to compensate determines the 
function. 

Inflammatory lesions of the capsule and bursae 
are called capsulitis. Initially, it is “‘irritative” and 
motion is limited by muscle spasm, but this stage 
leads into adhesive capsulitis when the capsule is 
adherent to the humeral head, and careful manipula- 
tion under anesthesia is necessary to restore motion. 

The management of “frozen shoulder” is time- 
consuming and requires patience, but the ultimate 
outlook is good. Frances E. BRENNECKE, M.D. 


Shoulder Pain. The “Frozen” Shoulder. F. A. 
Smmonps. J. Bone Surg., 1949, 31-B: 426. 


A review of the literature on the “frozen shoulder” 
_ syndrome indicates that an excellent prognosis was 
usually anticipated with nearly complete recovery 
after the cycle of pain and stiffness. In the author’s 
series of 21 patients, this was not so, and in only 6 
cases was normal function restored after a period of 
3 years; hence this study. 

Biopsy of the bursa, supraspinatus tendon, and 
biceps tendon was done in 4 patients with “frozen 
shoulder.” Similar specimens were taken at autopsy 
in subjects of the same age who had not had any 
shoulder disability. In the anesthetized subjects 
there was no increase in range of motion, and on in- 
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spection the tendinous cuff was vascular, inelastic 
and thickened. The subacromial bursa was thick- 
ened and vascular but free of adhesions. The joint 
itself was normal and without adhesions. The biceps 
tendon moved freely and was reddened only at the 
point of direct contact with the supraspinatus. Mi- 
croscopic examination showed chronic inflammatory 
changes with hyperemia, and, in the supraspinatus 
tendon, degeneration and focal necrosis with marked 
vascularity. 

Subacromial bursitis and biceps tendinitis have 
been shown to be secondary to the “frozen shoulder” 
rather than primary. It is assumed, then, that the 
basic cause of the syndrome must lie in the abnormal 
appearing tendinous cuff, especially in the supra- 
spinatus tendon which shows vascular reaction 
around areas of degeneration. The syndrome does 
not follow complete tear and retraction of the supra- 
spinatus tendon, but rather incomplete tears where 
the tendon remains exposed to friction against the 
acromion process. This constant trauma to the 
tendon is an important factor in the increased fre- 
quency with which rupture and calcified deposits are 
found in it. 

Treatment aims to improve the blood supply and 
preserve the elasticity of the tissues without inflict- 
ing further trauma. 

Differential diagnosis includes peritendinitis of the 
long head of the biceps, supraspinatus tears, and cal- 
cified areas in the supraspinatus tendon. The patho- 
genesis of these lesions is correlated with that of the 
typical “frozen shoulder.” 

Frances E. BRENNECKE, M.D. 


Henry Mitcw. Arch. Surg., 1949, 59: 
56. 

Normal forearm and wrist function depends on 
normal length relationship between the radius and 
the ulna, particularly since the carpus articulates 
with the radius but not with the ulna. Shortening of 
the radius may take place before skeletal maturity 
because of disturbances of epiphyseal growth due to 
trauma, infection, dyschondroplasia, or resection of 
the radial head. In the adult the inadequate reduc- 
tion of a Colles fracture is the usual cause of the dis- 
proportion. 

Shortening of the ulna is the procedure of choice 
in treatment of the disability produced, and the 
author prefers to shorten the shaft of the ulna rather 
than resect the lower end as in the Darrach opera- 
tion. This does not interfere with the stability of the 
wrist joint. Danret H. Levinrnat, M.D. 


Pulsating Angioendothelioma of the Innominate 
Bone Treated by Hindquarter Amputation. 
Gorpon Gorpon-TAyLor and P. Writes. J. Bone 
Surg., 1949, 31-B: 410. 

The rarity of pulsating angioendotheliomas of 
bone justifies singling out this case from a series of 
33 hindquarter amputations for separate report. 
The growth of endotheliomas tends to be slow but 
progressive, and, with extension along existing lymph 
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spaces, makes local resection an unsatisfactory meas- 
ure. It must be differentiated from metastases of 
renal or adrenal carcinoma, which it may resemble 
both clinically and histologically. 

The authors’ patient, a woman aged 42 years, was 
admitted with a history of pain in the right hip, 
posteriorly, which began 5 months previously. There 
was sharp radiation into the leg and toes, but relief 
with rest. Examination showed a mass presenting 
on both surfaces of the right ilium which exhibited 
an expansile pulsation obliterated by compression of 
the aorta. A to-and-fro murmur could be heard over 
the tumor. Roentgenograms showed destruction of 
the wing of the ilium. There was amenorrhea of 8 
months’ duration. 

Roentgenograms of the ribs, skull, sternum, and 
spine confirmed that this was a solitary lesion. In- 
travenous and retrograde pyelograms showed in- 
dentation of the right ureter and right side of the 
bladder as by an extrinsic mass. - 

Attempt at biopsy, because of intense bleeding, 
allowed removal of bone only from the iliac crest. 
The tumor could be felt beneath the muscle, but was 
not disturbed. Bone specimens were free of tumor. 

The usual approach for hindquarter amputation 
was done. It was necessary to disarticulate at the 
sacroiliac joint. The convalescence was uneventful 
and the patient was discharged in about 8 weeks, on 
crutches. 

Examination showed an encapsulated tumor, 4 by 
3 by 3 cm., displacing but not invading the iliacus 
and gluteal muscles and eroding the center of the 
ilium. Histologically, a cellular tumor replaced the 
bone. It contained numerous blood spaces sur- 
rounded by several layers of endothelial cells and 
appeared moderately malignant. 

FRancEs E. BRENNECKE, M.D. 


The Presence of Sesamoid Bones over the Cotyloid 
Contour of the Human Hip; Microscopic, 
Macroscopic, and Roentgen Observations (Sulla 
presenza di sesamoidi nel contorno cotiloideo dell’- 
anca nell’uomo; osservazioni microscopiche, macro- 
scopiche e radiologiche). G. Tont. Chir. org. movim., 
1949, 33: 297. 


The author has studied the hip regions of 201 
subjects of both sexes, whose ages varied from 2 to 
82 years, and has paid particular attention to the 
two tendons of origin of the anterior rectus muscle 
of the thigh (direct and reflex tendons) in an effort 
to discover the presence of nodules of spongy bone. 
He found such nodules 4 times in the reflex tendon 
and 3 times in the direct tendon, 4 times on the 
right side and 2 times on the left side in 3 male and 
3 female subjects. The incidence of nodules observed 
was 3 per cent of the 201 subjects and 1.5 per cent 
of the 402 hips examined, and 7.50 and 3.75 per cent, 
respectively, when taking into account only the 
individuals between 50 and 80 years; no bony nod- 
ules were found in those less than 50 years of age. 

In the tendon in which the formations were found 
there was nearly constantly on one or the other 


aspect a beginning of a connective tissue capsule. 
The form of the nodules varied but, in general, kept 
a spheroidal aspect with more or less irregular ex- 
tremities. The fiber bundles of the tendons over 
and under the nodules were not inserted in them but 
bridged them to continue in the tendon to their 
normal insertion. In a subject of 35, a nodule was 
discovered by fluoroscopy, and histologic examina- 
tion showed it to be made of fibrocartilage; this sug- 
gests that the bony nodules are preceded by car- 
tilage and perhaps are formed by endochondral 
ossification. . 

The simplest theory to explain the mechanism by 
which these bony nodules arise is that of a response 
of the fibrous tissue of the tendon to the mechanical 
action of pressure and rubbing against the under- 
lying resistant planes. In fact, the position of the 
nodules corresponds in general to the protruding 
portion of the glenoid border against which the ten- 
dons of the femoral rectus muscle rest during mus- 
cular activity. It is probable that the formation of 
these bony nodules requires persistent mechanical 
action and that therefore they appear only after the 
age of 50. The author classifies these formations as 
inconstant accessory bony elements, or sesamoid 
bones. Ricwarp KEemMEL, M.D. 


Ischemic Necrosis of the Muscles of the Anterior 
Compartment of the Leg (Necrosis isquemica de 
los musculos de la logia anterior de la pierna). Jost 
Luis Bapo and PEepRO Victor PEDEMONTE. An. 
ortop. traumat., 1949, 2: 5. 


This disorder is extremely rare and is usually due 
to trauma. In Child’s statistical study of 15 cases, 
the average age of the patients was 26 years. A 
degenerative lesion of the arterial wall as a predis- 
posing factor of the vascular lesion and the subse- 
quent occlusion could be rejected. The lesions were 
severe in 6 cases, moderate in 7 cases, and slight in 2. 
In most cases the fractures involved both bones of 
the leg without predominance of any particular type 
or site. The gangrene compromised the leg and the 
foot in 9 cases, the foot only in 5 cases, and the 
lateral muscles of the calf in 1 case. 

Amputation was performed in all but 2 cases; the 
popliteal artery was thrombosed in 4 cases and the 
anterior tibial, or the posterior tibial artery, or both, 
in the remaining cases. There was an interval of 
from 1 to 16 days between the trauma and the 
appearance of gangrene. 

Once gangrene is present, the only possible treat- 
ment is amputation of the extremity at varying 
levels depending on its extent; but if the necrotic 
lesion is limited to the anterior muscular compart- 
ment, it will be sufficient to perform ample débride- 
ment of this compartment, to which may be added 
resection of the artery, depending on the local situa- 
tion. In cases seen early, periarterial sympathec- 
tomy of the femoral artery, or lumbar sympathetic 
block may be done. 

The really interesting cases are those in which 
the trauma to the leg has been minimal, if there has 
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been any at all, as in the case reported by the au- 
thors. In these cases the onset is sudden, with vio- 
lent cramplike pain in the upper third of the leg, and 
examination reveals only a deep swelling, painful to 
palpation, as if the muscles were contracted and 
rigid. There are no signs of inflammation. The clin- 
ical picture is sufficiently characteristic and constant 
to allow its individualization and its separation from 
the more numerous and more frequently seen cases 
in which the ischemic necrotic lesion occurs in asso- 
ciation with severe trauma to the leg with fracture. 
If the diagnosis is made early, it is probable that 
liberation of the compartment, to facilitate re-estab- 
lishment of the circulation, will bring about satis- 
factory results and avoid more or less complete de- 
struction of the muscles. 

In the present case there had been an intense mus- 
cular effort, since the patient had played football on 
two occasions, 3 days before the sudden appearance 
of the pain. It is probable that this effort caused a 
vascular disturbance (spasm, thrombosis?) and that 
(because of the particular anatomic disposition of 
the rigid osteofibrous anteroexternal compartment 
of the leg) this vascular lesion became responsible 
for the necrosis of the muscular masses. The acute, 
sudden, and extremely painful symptoms began 5 
hours after the second football game. Once the com- 
partment was opened, the pain disappeared gradu- 
ally. Suppuration occurred and continued for 1 
month, at which time the necrosed muscles were 
removed, and the wound healed. It is probable that 
the muscular destruction and consequent paralysis 
would have been less severe if the incision had been 
more extensive and had been made earlier, associated 
with arterial ligation or arteriotomy, and novocaini- 
zation of the lumbar sympathetic. 

RicHarp KEmeEL, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Considerations on 48 Osteoclasias by Brandes’ Per- 
foration; Indications and Techniques (Consid- 
érations sur 48 ostéoclasies par forage de Brandes; 
indications et techniques). FERNANDO DE MorAEs. 
Acta. orthop. belg., 1949, 15: 205. 

These osteoclasias were performed on 31 patients 
of the Children’s Surgical and Orthopedic Service of 
the Fernandes Figueira Institute in Rio de Janeiro. 
The largest number of operations was for the cor- 
rection of genu varum and valgum: 27 for genu 
varum in 15 patients and 14 for genu valgum in 13 
patients. In 20 of these patients the deformity was 
of rachitic origin; in 3 it resulted from a viciously 
consolidated fracture of the leg bones, an osteomye- 
litis of the lower metaphysis of the femur, and a de- 
forming epiphysitis observed about the end of 
growth, respectively, and in 5 it was due to polio- 
myelitis. In the remaining 3 patients the operation 
was performed to correct the torsion of the bones of 
the leg frequently found in congenital equinovarus 
clubfoot. In such cases the operation results in a 
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slight diastasis of the bony surfaces which allows ro- 
tation of the lower tibial fragment on the upper one. 
The advantages of the intervention are: (1) anes- 
thesia of only a few minutes is required; (2) the oper- 
ation is subcutaneous and rapid (duration 2 to 3 
minutes) which avoids any probability of shock or 
infection and allows the performance of two opera- 
tions at the same surgical sitting; (3) consolidation 
defects are nonexistent because perforation is one 
of the methods used in the treatment of certain 
SS (4) the operation allows an early 
unctional load, which with the integrity of the peri- 
osteomuscular sheath accelerates bony consolida- 
tion (in the present cases this took from 15 to 35 
days); and (5) hospitalization is reduced to 2 or 3 
days and the amount of material used is very small. 
Of 27 interventions in 15 patients with varus de- 
viation, 25 gave good, and 2 gave perfect, results. 
The results were perfect in 13 patients with 17 inter- 
ventions for valgum deviation and also in the 3 
patients with clubfoot requiring rotation of the 
tibia. The results were oe i in the patients with 
valgus deviation in whom the angular deformity 
could be corrected by section at the level of its peak, 
while the arc of the varus deformity would require 
two or more osteoclases to be completely corrected. 
In 1 of the cases the tibia was divided into three seg- 
ments, which allowed maximal correction. In the 
case of deforming epiphysitis of the tibia in which 
the varus was angular, the result was perfect. 
RicHARD Kemet, M.D. 


The Problem of Sagittal Longitudinal Fractures of 
the Cervical Vertebral Body (Zum Problem der 
sagittalen Laengsbrueche der Halswirbelkoerper). 
ADOLF STIMPEL. Chirurg, 1949, 20: 473. 


There seems to be no doubt that injury to the cer- 
vical spinal cord hardly ever occurs through a mo- 
mentary displacement of a vertebral body into the 
spinal canal, but rather because a compressive force, 
comparable to hydraulic pressure, makes the inter- 
vertebral disc strongly bulge on all sides or bursts 
the annulus fibrosus and forces the nucleus pulposus 
into the spinal canal. Except for differences in de- 
gree, this process in the intervertebral disc must be 
accepted for all traumatisms which strike the spinal 
column in its longitudinal axis. Whether the action 
of the force results in a compression fracture or a 
longitudinal fracture will depend on the individual 
resistance of the disc, and especially of the nucleus 
pulposus, and on the accidental relation of the ver- 
tebrae to one another at the moment of the injury. 
The intervertebral disc in the cervical spine is rela- 
tively high and also protrudes somewhat beyond the 
edge of the bone. A direct, reciprocally violent burst- 
ing action of the vertebrae does not seem probable, 
especially when one considers the fact that the inter- 
vertebral disc is made to bulge still more in all direc- 
tions beyond the vertebral body under the compres- 
sive force of the trauma. The author thinks that in 
longitudinal fracture the nucleus pulposus, which is 
the part of the disc that is capable of resisting the 
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greatest pressure, acts as a fulcrum over which the 
vertebra breaks. The low, platelike form of the cer- 
vical vertebrae favors this process. However, this 
mechanism of fracture also presupposes that the 
violence strikes the nucleus pulposus in a direction 
which prevents the nucleus from escaping forward 
or laterally. This is true only when the force acts 
exactly in the longitudinal axis of the spine and 
when the base and cover plates of the neighboring 
vertebrae are exactly parallel. Since these conditions 
at the moment of the accident are only occasionally 
fulfilled, the rarity of the longitudinal fracture is 
easily explained. 

The fact that in many cases the ruptured inter- 
vertebral disc constitutes the main cause for com- 
pression of the spinal cord provides also the possi- 
bility of preventing the usually unavoidable results 
of a timely surgical intervention. 

RICHARD KEMEL, M.D. 


Hindquarter Amputation. H. A. Brittain. J. Bone 
Surg., 1949, 31-B: 404. 

Fortunately, hindquarter amputations have not 
been numerous, but the early mortality rate of 60 
per cent has been greatly reduced, and this article 
proves that some optimism may be entertained 
toward a reasonably happy existence following sur- 
gery. It isa severe and mutilating ordeal and should 
be undertaken only after careful deliberation. 

The author presents 5 cases in patients whose ages 
ranged from 25 to 42 years. Four patients had ma- 
lignant tumors, and 1 had an extensive tuberculosis. 
One patient succumbed to pulmonary metastasis 3 
months after an uneventful convalescence from am- 
putation. The other 4 patients are well and active 
from 9 months to 7 years after operation. Two of 
these, a woman and a man, are using artificial limbs 
and canes. 

The operative technique of Gordon-Taylor was 
followed. The operative time ranged from go minutes 
to 65 minutes, during which blood transfusion was 
carried on. The author states that special care must 
be taken to avoid damage to the ureters. 

The first patient to walk without crutches was a 
woman, aged 26, in whom only a fragment of ilium 
remains. A socket was fitted to the pelvic stump, and 
her weight-bearing is done at the costal margin and 
lower thorax. She can walk up to half a mile without 
pain. Other equally determined patients should be 
able to follow her example. 

Frances E. BRENNECKE, M.D. 


Wedge Osteotomy of the Neck of the Femur in 
Advanced Cases of Displaced Upper Femoral 
Epiphysis. Ten Year Study. Lewis CLarK Wac- 
MicwHaEL M. Donovan. Am. J. Surg., 1949, 
78: 281. 


In cases of slipped capital femoral epiphysis, the 
great problem is which form of treatment is most 
efficacious in handling those cases in which there is 
a slipping of more than one-third the diameter of the 
femoral neck at the site of the epiphysis. Restitu- 


tion of the normal alignment of the head and neck of 
the femur must be obtained in order to insure a good, 
functioning hip. 

When the slipping first occurs, the head moves 
downward and the cartilage covering the upper part 
of the head and the adjacent periosteum is stretched, 
a tear finally occurring at the border of the cartilage. 
The leg then rotates outward, and, with the head 
fixed in the acetabulum, it moves backward upon the 
neck with torsion of the head. The head assumes the 
attitude of flexion and the femur moves in the di- 
rection of extension. The head moves down and 
back, and rotates upon the lower and posterior 
border of the end of the neck, which sinks into the 
cancellous tissue of the head. The upper and an- 
terior portion of the mesial end of the neck, laid bare 
by the departing head, becomes covered with fibrous 
tissue. This serves to extend the anterior and upper 
surfaces of the neck. A remodeling of the acetabulum 
occurs. There is also a thickening of compact bone 
along the lower border of the neck. The over- 
hanging lower portion of the head tends to disappear 
and the head becomes sickle-shaped. The final re- 
sult is a thick neck, with a short, curved lower and 
posterior border and a long, convex upper and an- 
terior border ones by a deformed head. The nor- 
mal mechanics of the hip joint are disturbed. The 
head is thrown downward and posterior; this ac- 
counts for the attitude of external rotation and limi- 
tation of flexion, internal rotation, and abduction. 
Furthermore, muscle spasm develops and is an added 
cause of limitation of motion. 

With regard to treatment, the authors comment 
on the following methods: 

Manipulative reduction followed by plaster im- 
mobilization has largely been superseded by internal 
fixation. The deformity is rarely corrected by ma- 
nipulation. This results in complaints of pain on 
motion of the hip, limitation of flexion, internal rota- 
tion, and abduction, along with a permanent external 
rotation deformity. The roentgenogram reveals evi- 
dence of osteoarthritis of the joint margin with 
sclerosis of the acetabulum and of the head of the 
femur. The cervical vessels across the epiphyseal 
line usually have been ruptured at the time of 
trauma, and the only remaining blood supply lies in 
the ligamentum teres. This last having been rup- 
tured or seriously compromised at the time of manip- 
ulation, the blood supply fails, and degenerative 
changes follow. The exceptionally good results re- 
ported occur in those instances in which the slipping 
has been acute and very recent. 

Manipulation by traction. Strong traction may 
compromise the blood supply which has already been 
damaged. Stretching of the capsule may disturb the 
circulation to the head. 

Open reduction. Of the surgical methods for the 
correction of the deformity at this advanced stage, 
there are three that have been used rather exten- 
ively. They are: (1) open reduction with reposition 
of the head, (2) subtrochanteric osteotomy, and (3) 
wedge osteotomy through the femoral neck. Most 
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clinics now report improved results obtained with 
open reduction followed by internal fixation. The 
method of subtrochanteric osteotomy is reserved for 
long-standing cases of severe deformity. Results 
cannot be expected to be as good as in cases of short 
duration with little deformity. 

Wedge osteotomy. The operation consists in the re- 
moval of a cuneiform section from the femoral neck 
just distal to the epiphyseal plate, and removed from 
the anterior-superior aspect of the neck. The opera- 
tion depends for its success quite largely on the 
proper selection of cases. First of all, the epiphyseal 
plate must still be open. Secondly, there must be a 
good portion of neck present with the deformity not 
so severe that there is no neck with which to work. 
Once the plate is closed, it is known that the vessels 
in the posterior-inferior retinaculum become smaller 
and tend to disappear, and if the deformity has de- 
veloped to such an extent that the entire neck is in- 
volved, then there may be no room in which to per- 
form the osteotomy. Thirdly, an absence of degen- 
erative changes must be revealed by roentgenogra- 
phy. There is not much to gain by operating upon 
a hip with persisting symptoms from arthritic 
changes even after the mechanics have been cor- 
rected. 

Once the cases have been properly selected, the 
operation must be performed with the correct tech- 
nique. It is very important not to disturb an already 
compromised blood supply to the femoral head. The 
osteotomy must be performed just distal to the 
epiphyseal plate, but this should still be done 
through the bony part of the neck. Should correc- 
tion of the deformity be attempted by division at the 
epiphyseal plate, trauma might be added to an al- 
ready impaired circulation of the head; the neck, on 
the other hand, has an ample circulation and, by re- 
moving a portion of the cancellous bone, the circula- 
tion of the impaired epiphyseal plate is not dis- 
turbed. It is necessary to remove an adequate wedge 
of tone, about 1 to 1% cm. in width, the base of 
which is directed anteriorly and superiorly so as to 
give adequate correction in two planes. A thorough 
preoperative study must be made by means of roent- 
genograms. The epiphyseal plate should be accu- 
rately located, and this is sometimes difficult with 
the marked proliferation of fibrocartilage over the 
deformity ot the neck. In obtaining exposure of the 
neck, the capsule is incised longitudinally and su- 
periorly over the neck and retracted with as little 
trauma as possible in order not to disturb the blood 
supply needlessly. In performing the osteotomy it- 
self, the most proximal cut is made first. It is also 
of great importance to place the nail in such a way as 
to secure satisfactory penetration of the head. Dis- 
traction and separation of the fragments must be 
guarded against. Postoperatively, the hip is im- 
mobilized in a plaster spica for a period of 2 or 3 
weeks. The hip is kept in a neutral position to guard 
against a deformity of external rotation. Following 
this period, the plaster is removed, and the patient 
is allowed to be up and about on crutches. A lift is 
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placed under the opposite or normal shoe. He is 
given active exercises in order to restore motion in 
the hip joint, and is kept on crutches for a period of 
9 months to a year. Full weight-bearing is not al- 
lowed until there is evidence of good union at the 
osteotomy site and epiphyseal junction. Also, there 
must be no signs of circulatory disturbance to the 
femoral head. Because slipped femoral epiphysis oc- 
curs most often in the active teen-age group, a return 
to completely unrestricted activities is not allowed 
for a second year. 

End Results. Since 1938, the authors have per- 
formed 20 wedge osteotomies in a group of patients 
11 to 15 years of age. These cases have been fol- 
lowed from 1 to 9 years. Bilateral slipping had oc- 
curred in 6 of the patients, in 3 of whom the second 
hip slipped following wedge osteotomy, and diag- 
nosis was made fairly early. These were fixed by 
means of Smith-Petersen nails. It is interesting that 
in these 3 cases the range of motion in the hip with 
the osteotomy was better than, or equal to, that of 
the nailed hip. In 2 cases the slipping was so slight 
that no further treatment was given. In the sixth 
case, degenerative arthritic changes had already oc- 
curred, and it was planned to do a subtrochanteric 
osteotomy after the patient had had the wedge 
osteotomy for 1 year. 

There was a definite history of antecedent trauma 
in 14 of the 20 patients. The average duration of 
symptoms in these cases was 7 months. In the 6 
patients without a history of trauma, the duration of 
symptoms was 10 months. 

On follow-up examinations, all patients were seen 
by the same doctor. The results were as follows: 
excellent, good, fair, and poor. In 12 of the 20 cases 
the results were considered excellent. The range of 
motion was normal, or presented a limitation of less 
than 20 degrees in flexion and ro degrees in internal 
rotation as compared with the opposite hip. The x- 
ray films presented no evidence of aseptic necrosis or 
degenerative arthritis. In 3 cases the results were 
judged to be poor. There was marked limitation of 
motion, with flexion of less than 90 degrees and no 
rotation, or rotation limited to a very few degrees. 
Symptoms including pain, limp, or fatigue were 
present. There was roentgenological evidence of de- 
generative changes. In 1 of these 3 patients the poor 
results may be explained on the basis that following 
the operation he grew very rapidly, and at the time 
of final examination he had attained a height of 6 
feet, 5 inches. Also, at the time of operation the nail 
was driven through the articular cartilage of both 
the head and the acetabulum. On the day before his 
final examination and study, however, it is a fact 
that he was able to cycle 20 miles. He had a poor 
result as far as motion is concerned, but functionally 
he has a good painless hip with 14 inches of shorten- 
ing. A second case judged to have a poor result pre- 
sented degenerative arthritic changes in the acetabu- 
lum. Ostesphytic deposits were visualized in the 
roentgenogram at the margins of the articular sur- 
face, and were judged to be the cause of some of the 
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limitation of motion. At the time of operation upon 
this patient, a considerable increase in the synovial 
fluid was observed. It is well to bear in mind, there- 
fore, that operation with subsequent immobilization 
should be avoided in cases in which acute synovitis is 
present because limitation of motion is a common 
sequela. In the third patient, at the time of opera- 
tion the defect at the site of the osteotomy did not 
close completely and a fragment of bone was so 
placed as to fill up the gap. Another contributing 
factor in the causation of her symptoms may be that 
she was obese, weighing 185 pounds. 

Apparently no correlation exists between the dura- 
tion of symptoms preoperatively and the end results 
secured by operation. Considering all cases, there 
was an increase in the range of motion noted in 16 
of the hips postoperatively, whereas there was a de- 
creased range of motion noted in only 4 patients 
after surgery. These 4, of course, included the 3 
cases in which the results were rated as poor and also 
1 case rated as only fair. 

The complete case histories with respective opera- 
tive records and preoperative and postoperative 
roentgenograms, constitute a part of this discussion. 

KENNETH SHERMAN, M.D. 


Indications for, and Technique of, Metatarsal Ten- 
dinous Suspension (Indicaciones y técnica de la 
suspensién tendinosa de los metatarsianos). José 
Corsi. Rev. ortop. traumat., B. Air., 1949, 18: 114. 


The author records his experiences in 134 cases of 
metatarsal tendon suspension, illustrating his modi- 
fication of Camera’s procedure. There were 104 
poliomyelitic subjects, 12 with spasms, 7 with essen- 
tial pes cavus, 6 with myopathia, and 5 with claw 


foot. The best results were obtained in cases of 
poliomyelitis of the foot. 

Under general anesthesia a longitudinal incision 
over the lateral border of the first metatarsal is made 
down to the tendon which is freed for a distance of 
4cm. Then by suture of the insertion of the second 
digit of the extensor communis attaching it to the 
capsule of the metatarsophalangeal joint of the great 
toe, a shortening is effected. A similar procedure is 
followed for the small toe. The twin shortening thus 
draws the foot up and fixes it at a go degree angle. 

STEPHEN A. ZIEMAN, M.D. 


FRACTURES AND DISLOCATIONS 


The Posterior Elbow Dislocation (Ueber Luxatio ha- 
bitualis cubiti STEN VON STAPELMOBR. 
Acta chir. sca 1949, 98: 511. 


Posterior elbow dislocation, described by Hippoc- 
rates, represents 18.6 per cent of all dislocations and 
it is often complicated by fractures of the epicondyles, 
the coronoid process, or of the radial head which 
sometimes leads to habitual dislocation. It occurs 
most commonly between the ages of 5 and 25 years. 

The first case of congenital dislocation was de- 
scribed by Malgaigne in 1812. A case is described by 
the author in which spontaneous dislocation occurred 
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15 times without any roentgenographic signs of the 
condition. Four similar cases in children from 10 to 
13 years of age, reported in the literature, are men- 
tioned. On the presumption that the incisura semilun- 
aris ulna was too shallow and the joint plane too 
short, together with the possible rupture of a brachial 
muscle, the writer used bone grafts from the ilium to 
build up a bone block on the olecranon and the coro- 
noid ulnar process was fixed with a stainless steel pin. 
A follow-up after 1 year revealed an increase in the 
depth of the joint socket. 
Ernest H. Betrmann, M.D. 


Fractures of the Carpal Bones, Especially of the 
Scaphoid. KyEtp ANDERSEN and FREDERIK THER- 
KELSEN. Acta. radiol., Stockh., 1949, 31: 343. 


The authors present a series of 119 cases of intra- 
articular fracture of the scaphoid, and 27 cases of 
fracture of the other carpal bones. 

One hundred cases of fracture of the scaphoid 
were followed with a view to the functional result, 
and 98 cases were followed with a view to the radio- 
logical result. The average follow-up period was 8.4 
years. Union occurred in 23 of 25 cases in which the 
fractures were immobilized within a week of their 
occurrence. Among 29 cases of nonunion, union did 
not result even after prolonged immobilization. A 
good functional result was obtained in more than 50 
per cent of the cases. 

Among the 27 cases of fracture of the other carpal 
bones, good results were obtained in all but 2 cases. 

RicHARD J. BENNETT, M.D. 


The Mechanism of Fractures of the Carpal Bone 
(Sobre el mecanismo de las fracturas del escafoides 
carpiano). José A. Scrosso and V. ANANos. Rev. 
ortop. traumat., B. Air., 1949, 18: 183. 

The range of motion and physiologicoanatomic re- 
lationships in fracture of the carpal scaphoid bone 
were determined by means of roentgenograms. 

It is believed that for indirect fractures the carpal 
angle must be either at its greatest opening or clos- 
ure; probably the latter is found most frequently. 
The theory of divergent compression or squeezing of 
the body of the scaphoid by torsion is not confirmed 
in practice. STEPHEN A. ZIEMAN, M.D. 


Some Radiological Aspects of the Carpal Scaphoid 
and Its Fractures. E. Linpcren. Acta chir. 
scand., 1949, 98: 538. 


The author emphasizes the importance of closer 
co-operation between the clinician and the roentgen- 
ologist who should “perceive and understand” what 
is being observed. The roentgenologist should state 
in every case whether or not any change has taken 
place. Faulty technique, especially in the examina- 
tion of the wrist, may lead to serious consequences. 
In the roentgenological examination, the fairly com- 
plicated structure of the carpal navicular bone and 
its position are of great significance. With maximal 
ulnar deflexion, the navicular bone will be “straight- 
ened” and the fracture plane will coincide with the 
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direction of the beam. Lines simulating fractures 
are produced by superposition of the distal navicular 
portion on the distal margin of the articular surface, 
towards the capitate. Instead of the two plane pic- 
ture, at least two additional oblique projections are 
needed. Watson Jones recommends the “oblique 
three-quarter view” with the arm deflected towards 
the ulnar side. Some nonunited navicular fractures 
do not produce clinical symptoms. Increased density 
around the fracture in some instances is indicative of 
beginning consolidation, in contrast to marginal 
sclerosis appearing much later and indicative of 
nonunion. The development of arthrosis in ununited 
navicular bones is dependent chiefly upon the 
amount of strain to which this bone is subjected. 
The congenital bipartite scaphoid is rare. Usually, 
in about 2 weeks following a fracture a certain 
amount of decalcification appears around the crack. 
The newly formed bone will appear in the form of 
endosteal callus formation after a period of 2 
months. E. H. Betrmann, M.D. 


Dislocation of the Patella (Luxacién habitual de la 
rétula). C. Ranz CaLzapiLta. Cir. ap. locomotor, 
Madr., 1949, 6: 207. 


Among 10,300 patients admitted to the National 
Institute of Re-Education of Invalids, in Madrid, 
there were 10 with dislocation of the patella—4 men 
and 6 women. The right side was affected in 3, the 
left in 5, and both sides were affected in 2. Four 
patients required open reduction. 

According to the majority of authors, a pre-exist- 
ing genu valgum, caused by rickets, trauma, polio- 
myelitis, or other conditions, predisposes to disloca- 
tion of the patella. An abnormally short vastus 
externus or biceps muscle, or iliotibial tract, or hy- 
potonus of these muscles are contributing factors. 

K. Narat, M.D. 


Malleolar Fractures (Fracturas maleolares). ALFREDO 
G. MENpDozA. Cir. ortop. traumat., Habana, 1948, 
14: 10%. 

The anatomy of the tibiofibulotarsal articulation 
and the four motions of flexion, extension, abduction, 
and adduction are reviewed. 

Fractures of the malleoli are important because 
unless there is absolute coaptation of the fragments, 
pain, inflammation, bony atrophy, and imbalance 
will prevail and upset the tibioperoneal astragalus 
articulation. Fractures in each of the four positions 
are discussed, with regard to the mechanical produc- 
tion of the fracture, the anatomicopathologic lesion 
sustained, roentgenography, and treatment. 

One hundred twenty-three fractures of the tibial 
and fibular malleoli and epiphyseal separation of the 
lower end of the tibia with bony attachments, com- 
pound fracture of the malleolus, and old fractures 
healed in bad position were studied with their roent- 
genographs. Closed reduction under local anesthesia 
with or without the Boehler caliper constituted the 
treatment in the great majority of the cases. Pos- 
terior malleolar fractures were treated by closed re- 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


391 


duction but early open therapy was used when the 
former method gave evidence of failure. Calcaneus- 
pin traction was used in comminuted fractures with 
central dislocation. Perfect reduction should be ob- 
tained without tibiofibular diastasis, otherwise ar- 
thritis and swelling will be frequent as late complica- 
tions. STEPHEN A. Z1EMAN, M.D. 


ORTHOPEDICS IN GENERAL 


The Treatment of Chronic Abscess of Bone (Le 
traitement des abcés chroniques des os). Paut Coc- 
niAux and ANDRE VAN WIEN. Acta orthop. belg., 
1949, 15: 188. 

Although the treatment of Brodie’s abscess by the 
usual methods of curettage and sequestrectomy, fol- 
lowed by immediate closure without drainage, is not 
new, some doubts have been expressed as to the re- 
sults to be expected over a long period. Three cases 
of Brodie’s abscess are therefore reported after peri- 
ods of 4.5 years, 3.5 years, and 15 months, respec- 
tively, to illustrate the end results. 

When the first of the patients was operated upon 
there was no penicillin. The abscess cavity, after 
careful curettage, was packed with a sulfonamide and 
closed without drainage. In the second case the con- 
ditions were practically identical and the patient was 
treated in the same way as the first except that lim- 
ited amounts of penicillin were available and the pa- 
tient was given, in addition to the sulfonamide 
powder as a packing, a 2 day course of intramuscular 
administration of penicillin. The third patient ex- 
hibited, in addition to the abscess, a small seques- 
trum. The abscess was opened and curetted, and the 
sequestrum was removed; the resulting cavity in the 
bone was packed with a mixture of the sulfonamide 
powder and penicillin and closed as before. 

In all 3 of these patients, at the intervals men- 
tioned, the follow-up roentgenograms showed a clear 
area corresponding to the location of the original ab- 
scess cavity enclosed in eburnated walls. The author 
assumes that these areas have become filled with 
cicatricial tissue. They have never given any trouble. 

In the discussion LortHorr (Brussels) stated that 
in the cases in which the cavity resulting from the 
operation threatened the solidity of the bone, it 
should be filled with bone fragments. This, however, 
should not be done until the cavity has become asep- 
tic after healing. Cogurter (Brussels) insisted on 
the importance of immobilization in these cases, the 
immobilization of the affected member playing an 
indispensable role in the process of decongestion of 
the lesion. GLoRIEux (Bruges) obtained a cure with 
simple puncture of the lesion and local injection of 
penicillin in solution. Joun W. Brennan, M.D. 


Osteoid Osteoma. Presentation of 22 Cases (Os- 
teoma osteéide. Apresentacdo de 22 cases.). MAN- 
UEL DE AZEVEDO GomES. Gaz. méd. Portuguesa, 
1949, 2: 511. 


In 1935, H. L. Jaffe, in the pathology department 
of the Hospital for Joint Diseases, New York, first 


392 


described osteoid osteoma as a benign new growth. 
In 1940 (J. Bone Surg., 22: 645) Gomes, together 
with Lichtenstein, reported 33 cases of this tumor at 
this same hospital. Gomes now reports 22 additional 
cases, observed by him while resident surgeon at 
the Hospital for Special Surgery, NewYork, during the 
period from 1940to 1946. In 6 of the patientsthe growth 
involved the tibia, in 7 the femur, in 2 the humerus, 
and in 1 each the transverse process of the tenth 
thoracic vertebra, the patella, the basal phalanx of 
the index finger of the left hand, the second meta- 
tarsal bone of the right foot, and the left ulnar bone 
of the forearm. 

Seventeen of these patients were males. Their ages 
varied from 23 months to 45 years, the vast majority 
(17) being between the tenth and forty-fifth years. 
All were operated upon and the diagnosis was con- 
firmed histologically in all but 2. Two had to be re- 
operated upon before the condition was completely 
eradicated. Otherwise no recurrences were noted. 

The nature of the condition could be suspected in 
nearly all of the cases because of the relatively small 
oval area of rarefaction, with or without evidence of 
a calcified nucleus and an extensive sclerotic change 
in the surrounding bone and periosteum. The mani- 
festations of pain and disability were in each in- 
stance surprisingly severe; however, in no case could 
any evidence of an infectious process be discovered. 
A history of trauma was adduced in 6 instances 
(41%); this is a higher incidence of trauma than 
that reported by Jaffe (30%); however, this percent- 
age is still not convincing. 

Especially instructive was the case of the woman 
golfer who after a game began to suffer from dull 
pains on the outer surface of the right thigh, radiat- 
ing down to the middle of the leg on that side. An 
orthopedist counciled arthrodesis, another put the 
patient through 8 months of intense physical ther- 
apy; a well known clinic gave roentgentherapy, 
another applied a cast in extension—all without 
notable relief. The right thigh underwent marked 
muscular atrophic changes (5 cm.). 

Roentgenologic examination had shown a small 
defect on the upper border of the femoral neck; how- 
ever, this was interpreted as a chronic osteitis. Ex- 
cision of the area of the femoral defect resulted in 
complete relief of the symptoms and a return of 
function to normal. The operative specimen con- 
firmed the diagnosis of osteoid osteoma. 

The author agrees with the assertions of Jaffe, 
that these cases are being missed, and thinks that 
they are usually diagnosed as cortical bone abscess, 
sclerotic nonsuppurative osteomyelitis, primary 
chronic osteomyelitis, or osteoperiostitis syphilitica. 

Joun W. Brennan, M.D. 


The Fate of Voluntary Muscle after Vascular Injury. 
Ruta BowpEn and E. Gutmann. J. Bone Surg., 
1949, 31-B: 356. 

Ischemic damage of muscle is encountered in 
many types of cases from many different causes. It 
is found in open wounds with injury to the main 
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vessels or their muscular branches, in closed injuries 
of the limbs with damage to the vessels, and in acute 
embolic catastrophies. Ischemia of more gradual on- 
set may be due to thrombosis of the arteries or veins, 
or to the accumulation of fluid or the swelling of 
muscles within a rigidly bound space such as the 
anterior tibial compartment. 

Two lesions of strikingly different type have been 
reported: one is characterized by massive necrosis 
of contractile tissue, and the other by dense intra- 
muscular fibrosis. 

Biopsies of muscle were taken from 16 patients 
with vascular lesions treated at the Peripheral Nerve 
Injury Center in Oxford, England. These specimens 
included the 2 previously recognized lesions, plus a 
third showing elements of both these types in that 
there were scattered foci of necrosis together with 
interstitial fibrosis. 

In 5 cases of massive necrosis the muscles were 
hard and friable with patches of yellow-green ne- 
crotic tissue. Microscopically the muscle fibers were 
lacking in regularity and frequently devoid of nuclei. 
The necrotic areas were surrounded by a clearly de- 
fined zone of fibrous tissue but there was complete 
absence of fibrosis between the necrotic muscle fibers. 
In areas adjacent to the site of necrosis there were 
ill-defined zones of highly vascular connective tissue. 
The muscle fibers scattered throughout this fibrous 
tissue showed signs of necrosis, denervation, or re- 
generation. The richly nucleated and bulbous mus- 
cle fibers that were seen in this zone afforded proof of 
the possibility of recovery of function by the regener- 
ation of contractile tissue. The endothelium of intra- 
muscular blood vessels showed proliferation. Empty 
nerve trunks were seen adjacent to the necrosis. 

Diffuse interstitial fibrosis was found in 6 patients. 
The muscles were paler than normal and slightly 
firmer, and the changes were predominantly those of 
dense interstitial fibrosis. Muscle fibers were scat- 
tered throughout the connective tissue and showed a 
variety of changes: many appeared to have escaped 
serious damage, nuclei and cross striation being in- 
tact; others showed signs of denervation, and iso- 
lated fibers were necrotic. Hemorrhages were in 
various stages of organization. Nerve trunks showed 
empty Schwann tubes or regeneration. 

In the third group the muscles were paler than 
normal; in 3 of the 5 cases, there were scattered foci 
of yellow-green necrotic tissue varying in size from 
microscopic patches up to areas 1 cm. in diameter. 
Histological examination showed isolated regions of 
necrotic muscle surrounded by fibrous tissue; some 
denervated muscle fibers were also seen. Nerve fibers 
were in varying stages of degeneration and repair. 

The relationship of the type of vascular injury to 
the histological changes were determined. Where 
there was massive necrosis of muscle, there had been 
serious damage to the main artery of the limb or to 
the vessel supplying the affected muscles. It has 
been suggested that the arterial spasm must extend 
far enough to involve the vessels on which the colla- 
teral circulation depends. 
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In the group with dense interstitial fibrosis, dam- 
age to the main vessels was more varied. In 2 in- 
stances, trivial injury to the limb had caused slow 
hemorrhage into the rigidly bound anterior tibial 
compartment. Another patient had a through-and- 
through wound with no demonstrable vessel injury, 
but had a marked gravitational cyanosis distal to the 
level of injury. One patient had a median nerve in- 
jury without vessel damage, but a tight plaster cast 
was considered contributory to the muscle damage. 
Two patients had main vessel division. 

No constant cause was found in the group with 
patchy fibrosis and discrete islands of necrosis. Slow 
hemorrhage into confined compartments and tight 
casts seemed to be prevalent. 

Kenatu H. SponseEt, M.D. 


Trigger Finger Produced by Excessive Heat. D. 
ENGEL. Surgery, 1949, 26: 659. 


Three cases of trigger finger are described. There 
was circumstantial evidence that the condition was 
caused by excessive heat. Two patients handled the 
same overheated arc-welding gun, and the third pa- 
tient had had an overdose of infrared radiation. In 
all 3 cases the injury was restricted to the area which 
had been exposed to heat, and in all 3 there was a 
continuity between trauma and injury. In 2 of the 
cases the same overheated tool was used under simi- 
lar circumstances, for the same purpose, for about 
oF ga length of time, with the same pathologic 
result. 

The results obtained in the 2 surgically treated 
cases were very unsatisfactory. The author noted 
that this was in contrast to the excellent results ob- 
tained in other cases of trigger finger not produced 
by heat. From a compensation standpoint, trigger 
finger has not ordinarily been recognized as an indus- 
trial disease. However, in instances of trigger finger 
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secondary to thermal trauma the condition may well 
be compensable. C. Frep GoERINGER, M.D. 


The Diagnosis and Treatment of “Mechanical Back- 
ache.” Gerorce S. PHALEN. J. Am. M. Ass., 1949, 
141: 445. 


By and large, a well balanced posture must pre- 
sent the following qualifications: when a perpendicu- 
lar line is dropped, it should pass through shoulder, 
hip, and ankle joint. Moreover, the head is high, 
chin up and in, the chest up, shoulders are relaxed 
and back, the abdomen is flat, the lower part of the 
back flattened, the knees are straight, and the feet 
parallel. 

Malposture provokes musculotendinous stress 
with resultant lordosis at the lumbosacral level. Dis- 
crepancies in the length of legs, over one-half inch, 
may provoke a demonstrable tilting of the pelvis 
with compensatory deformity of the spine. 

The diagnosis of mechanical backache is based 
upon a careful history, the results of physical ex- 
amination, and a study of the roentgenograms of the 
negative lumbosacral spine. The disability is of 
long standing, unaffected by changes in weather 
conditions. Sneezing or coughing does not augment 
the pain, and pain is not referred to the lower ex- 
tremities. 

In the differential diagnosis one must rule out (1) 
chronic fibrositis (trigger point), (2) rheumatoid 
spondylitis, (3) Marie-Striimpell disease, (4) spon- 
dylolysis, (5) neoplastic, or an infectious, disease and 
(6) spondylolisthesis. 

Treatment consists of a hard bed, heat, calculated 
exercises, back brace, weight reduction if obesity ex- 
ists, and, in females, correction of gynecological pel- 
vic disorders. Maximal benefit in the treatment of 
mechanical backache is insidious and difficult to 
achieve. SAMUEL L. GovERNALE, M.D. 
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BLOOD VESSELS 


Treatment of Peripheral Vascular Disturbances by 
Intravenous Ether (Tratamento dos disturbios 
vasculares perifericos pelo éter endovenoso). HENE 
Mansur SADEK and WALDOMIRO DE Pauta. Reo. 
Hosp. clin., S. Paulo, 1949, 4: 17. 


Tempted by the good results obtained by Katz, 
the authors have used his method of treatment in 6 
cases of peripheral arteriopathies: 4 patients were 
benefited and 2 had poor results since the gangrenous 
process was not stopped. Squibb’s ether for anes- 
thesia was utilized because common ether, despite 
redistillation, continued to contain toxic products 
which made its intravenous use dangerous. The 
solution injected was 5 per cent of ether in from 200 
to 300 c.c. of physiologic serum, prepared on the 
preceding evening and kept in a hermetically closed 
bottle in the icebox. On the following day it was 
injected into one of the veins of the forearm of the 
fasting patient (fasting avoided nausea or vomiting). 
The speed of the injection must be kept at 3 c.c. per 
minute and the bottle must be shaken to prevent the 
ether from collecting on the surface of the solution. 
The injection was given daily. In 2 cases there was 
an interval of 3 days between the first series of 12 in- 
jections and the second of 13 injections; in 1 case 
there was no interruption in the administration of 
the injections. 

None of the complications mentioned by Wirt- 
schafter and Widmann occurred in any of the pa- 
tients, except for the progression of the gangrene 
in the 2 cases in which the treatment was unsuccess- 
ful. The functional liver tests revealed no damage to 
the hepatic parenchyma, and urine examination 
showed no change in the kidneys. Two patients had 
a temporary sensation of heat at the site of injection. 

The mechanism of action of the ether is not well 
known. Dale and Laidlow claim that ether sensitizes 
the small vessels to the action of histamine, which 
causes a vasodilatation of the venules, arterioles, and 
capillaries. To make the method of Katz more 
efficacious, it would be interesting to potentiate the 
action of ether by increasing the production of 
histamine in vivo. 

Holtz has obtained histamine in vitro by making 
ascorbic acid act on histidine, and Widmann and 
Wirtschafter have obtained elaboration of histamine 
in vivo on the basis of the work of Holtz. They 
injected intravenously 500 mgm. of sodium ascor- 
bate, then injected intramuscularly 5 c.c. of 1- 
monohydrochloride of histidine in 4 per cent aqueous 
solution, and then injected subcutaneously 100 mgm. 
of ascorbic acid; the last two injections were re- 
peated every 4, 6, 8, or 12 hours, in accordance with 
the severity of the case. In addition, 600 mgm. of 
ascorbic acid were given by mouth. They obtained 
a more intense histamine action than that produced 


by the intravenous administration of ether. This 
treatment was given to 11 patients with peripheral 
vascular disturbances, and the results were good 
since amputation was avoided in all; the pain 
stopped in from 3 to 72 hours after the beginning of 
the injections and was replaced by an agreeable 
— of heat which persisted for from 4 to 8 
ours. 

The authors intend to treat their next patients 
having peripheral arteriopathy in the pregangrenous 
phase by simultaneous intravenous injection of 
ether and histidine with ascorbic acid. 

RicHARD KEMEL, M.D. 


Transplantation of Aortic Segments Fixed in 4 Per 
cent Neutral Formalin. Report of Experiments 
in Dogs. E. Converse Perrce, HAROLD F. RHEIN- 
LANDER, ALAN R. Moritz, RoBert E. Gross, and 
KeitH MERRILL, Jr. Am. J. Surg., 1949, 78: 314. 


The authors previously developed a method for 
keeping segments of blood vessels viable and demon- 
strated that they can be used to bridge defects in the 
aorta. This technique involves certain difficulties, 
one being that the longest period that these live 
vessel segments can be kept and used safely is about 
1 month. 

Their goal as presently reported is to develop 
methods whereby vascular segments can be ob- 
tained under nonsterile conditions, can be stored in a 
simple manner for long periods of time, and can be 
used as satisfactory vessel grafts. It is known that 
some satisfactory grafts have been carried out with 
formalin-fixed vessels in the past. Such fixation pro- 
duces a very strong and tough vessel segment. 

The method of procurement used is as follows: 

Segments from 2 to 10 cm. long were removed from 
donor dogs which had been dead not more than 2 or 
3 hours in most cases. The segments were washed 
free of blood and fixed from 2 to 25 days in a solution 
of 4 per cent formalin in physiologic saline solution 
or in tap water. The solution was neutralized and 
the vessels were kept stretched over glass or plastic 
tubes while they were fixed in the formalin. One or 
2 days before use the segments were placed in a 
volume of a buffered, complex solution at px 7.6. 

Segments procured by this method were implanted 
into two series of recipient animals. In series A com- 

rising 10 animals the formalinized aortic grafts were 
inserted in the abdominal aorta between the renal 
and inferior mesenteric arteries. The grafts meas- 
ured 2 to 4 cm. in length, and each end was sewed 
into place by using a continuous, everting, mattress 
suture of s-o Deknatel silk. 

‘In series B the formalin-preserved aortic segments 
were used to produce extracardiac shunts. These 
shunts were used to by-pass the mitral valve by in- 
serting them between the left auricle and the left 
ventricle. They were also used to by-pass the pul- 
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monary valve by inserting them between the right 
ventricle and the pulmonary artery. In a third 
group of series B they were used to circumvent the 
aortic valve by introducing them between the left 
ventricle and the descending aorta. Sixty shunts in 
all were produced. 

All grafts were carefully examined grossly for 
intimal erosions, clots, rupture, dehiscence, calcifica- 
tion, and firmness of union with the ventricular wall. 
Although formalinized segments are difficult to work 
with and are less pliable than normal arteries, it is 
possible to sew them and to make satisfactory 
anastomotic lines. 

There were no operative deaths among the dogs 
in series A. In spite of the fact that calcification was 
extensive in some specimens, in none of them was 
there aneurysmal dilation, erosions, or clots. In 
order to test the effects of strain, exercise tests were 
performed on 2 dogs at 4 and 7 months postopera- 
tively. No vascular accidents ensued, although 
these grafts were heavily calcified. Studies showed 
that within 2 weeks the original adventitia and the 
attached tabs of adipose tissue were undergoing dis- 
solution and were being penetrated by granulation 
tissue. The entire graft at this time was surrounded 
by a proliferation of new fibrous connective tissue. 
Failure of the formalin-fixed tissue to elicit a harmful 
reaction on the part of the living tissue of the host 
was one of the most striking and surprising findings. 
A second important fact noted was that with the 
passage of time the graft acquired from its host a 
new intima as well as a new adventitia. There was 
no evidence, however, that either smooth muscle 
cells or elastic fibers were found in the intima which 
became progressively thicker for a time and then 
became stabilized between 5 and 6 months. A graft 
may continue to conduct blood and to remain free of 
thrombus formation even though its inner surface is 
not lined by living cells. Without exception, how- 
ever, the cardiac musculature united rapidly and 
7 to the formalinized vessel as it was used in the 
shunt. 

While fixation of the aorta in 4 per cent neutral 
formalin obviously kills the tissue, it apparently does 
not interfere with development of a new intima and 
adventitia from the host. Vascular channels of satis- 
factory size resulted in all experiments. There was 
one instance of suture disruption secondary to in- 
fection. Dogs were kept as long as 6 months after 
implantation of the aortic graft. These showed no 
tendency toward dilatation even under the stress of 
forced vigorous exercise. The most disturbing 

- changes were those having to do with degeneration 
of the media, that is, fragmentation of the elastica 
and calcification. The formalinized segment appears 
to act as a framework, along which a new intima 
and adventitia are laid down by the host. While 
formalinized vessels do not stand up as well as fresh 
segments for grafting purposes, the experimental 
observations to date do justify additional studies to 
determine the ultimate fate of such grafts. 

KENNETH SHERMAN, M.D. 
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Surgical Treatment of Congenital Pulmonary Ste- 
nosis. WILLIs J. Potts. Ann. Surg., 1949, 130: 342. 
This report is based on 181 patients with congeni- 
tal pulmonary stenosis operated upon at the Chil- 
dren’s Memorial Hospital, Chicago. 

About 60 per cent of the patients with cyanotic 
congenital heart disease have a typical tetralogy of 
Fallot with an elevated erythrocyte count, normal 
or boot-shaped heart, systolic murmur at the base of 
the heart, clear lung fields, and right axis deviation 
by electrocardiogram; this group can almost always 
be relieved by surgery. The ages of the patients in 
this series varied from 10 weeks to 17 years; the pa- 
tients less than 1 year old were operated upon as a 
life-saving measure and not by choice. 

Preoperative care consisted of a 2 day observation 
period for upper respiratory infections, penicillin and 
preoperative medication, usually morphine and atro- 
pine or scopalamine, in dosage according to age 
rather than weight. Anesthesia was usually ob- 
tained with cyclopropane with the patient intubated; 
no cardiac arrhythmias resulted from the use of 
cyclopropane. 

During operation hypoxia was avoided; the use of 
cyclopropane permits a high oxygen concentration, 
and the author also uses a water mattress which is 
an aid in lowering the patient’s body temperature as 
cool water is circulated through it. Continuous rec- 
tal temperatures are taken and, following the com- 
pletion of the anesthesia, the body temperature can 
be returned to normal. It appears that mortality 
and morbidity from severe anoxia have been lessened 
by the use of hypothermia. 

The author describes in detail his technique of 
performing an aortopulmonary artery shunt. The 
surgical approach in all children over 2 years of age 
with pulmonary stenosis is through the left fourth 
interspace, and, if the aorta descends on the left, an 
aortopulmonary artery shunt is performed; if the 
aorta descends on the right a subclavian-pulmonary 
artery shunt is done as described by Blalock. If the 
patient is less than 1 year of age the operation per- 
formed is an aortopulmonary anastomosis as the 
subclavian vessels are usually too small for anasto- 
mosis. 

Postoperative care consists of the use of an oxygen 
tent, underwater drainage of a chest catheter, care- 
ful observation for obstructed respiration, and con- 
tinued administration of penicillin. The chest drain- 
age catheter is usually removed in 2 or 3 days. 

Postoperative complications are principally pul- 
monary in nature. Cerebral anoxia caused a tem- 
porary spasticity in 3 patients and prolonged coma 
in 2 others. Sixteen deaths occurred in 165 anasto- 
moses, a mortality of 9.7 per cent. Six were due to 
a cerebral accident, a catastrophe occurring com- 
monly before as well as after surgery. Two patients 
died of cardiac failure; in both decompensation had 
been relieved by digitalis before surgery. A child 
with cardiac and hepatic enlargement and with pre- 
vious cardiac embarrassment is a very poor opera- 
tive risk. 
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The results are described as being satisfactory to 
the doctor, spectacular to the parents, and accept- 
able to the children. Moderate enlargement of the 
heart occurs in all patients but does not appear to be 
progressive; cardiac failure can be avoided by not 
making too large an anastomotic opening, 4 inch be- 
ing the recommended size. The ultimate outcome 
in these patients still cannot be evaluated. 

Epwarp H. Camp, M.D. 


Revascularization of the Brain Through Establish- 
ment of a Cervical Arteriovenous Fistula. 
CLAUDE S. Breck, CHARLES F. McKuann, and W. 
DEAN BeEtnaP. J. Pediat., S. Louis, 1949, 35: 317. 


Beck and his associates have attempted to correct 
the deficiency in circulation by producing an anasto- 
mosis between the common carotid artery and the 
internal jugular vein. The result is a redistribution 
and increase of blood flow to the brain. The opera- 
tion can be performed with reasonable safety to the 
patient, which places the surgical procedure on a 
rational basis. The result is not difficult to accom- 
plish, since it involves only the production of a small 
fistula between the common carotid artery and the 
internal jugular vein, the latter being tied off and cut 
so as to prevent arterial blood from returning direct- 
ly to the heart. 

Eleven patients in all have been subjected to this 
procedure, and case reports of 4 of these are pre- 
sented. Operations on the other 7 patients were too 
recent for any evaluation of the end results. There 
have been no complications, and no pulsating ex- 
ophthalmos, increased intracranial pressure, or car- 
diac hypertrophy. STEPHEN A. ZIEMAN, M.D. 


BLOOD; TRANSFUSION 


Intravascular Agglutination (Sludged Blood), Vas- 
cular Stasis, and Sedimentation Rate of the 
Blood in Trauma. W. G. BicELow, R. O. HEtm- 
BECKER, and R. C. Harrison. Arch. Surg., 1949, 59: 
667. 

By ingenious methods well described, the authors 
have made it possible to maintain the living vascular 
bed in its normal physiologic state for many hours 


and to make observations and microscopic cinema 
recordings in health and in reaction to trauma. Ob- 
servations were made in warm-blooded animals and 
human beings, and on the omentum, bowel mesen- 
tery, liver, nictitating membrane, scleral conjunctiva, 
and iris. 

They noted that the normal blood flow was rapid, 
smooth, and regular, and there was no tendency for 
erythrocytes to agglutinate. There was no vascular 
stasis or sludge formation, and the sedimentation 
rate was usually below 10. The red cells flowed cen- 
trally in the vessels, a clear area of plasma occupying 
the periphery, and white cells glided or rolled freely 
along. In the smaller capillaries the red cells flowed 
in single file with no tendency toward clumping or 
rouleau formation. 

Trauma was obtained by striking the tissue re- 
peatedly, applying marked heat, marked cold, or 
crushing the tissue. In all forms of trauma studied, 
the vascular response was similar. Under micro- 
scopic observation after local trauma to the area, 
there was cessation of flow in the smaller vessels. 
The red cells became packed into dark homogeneous 
masses. After varying lengths of time, resolution of 
stasis was observed, and it was noted that the red 
cells were no longer discrete, but left the area and 
passed into the general circulation as clumps or 
aggregates of apparently agglutinated cells. 

Some of these agglutinated masses were small, 
others large. Animals exposed to trauma consistent- 
ly showed agglutinated clumps of red cells in the 
general circulation after injury. These clumps ap- 
peared to act as emboli, and produced stasis in areas 
remote from the trauma. In trauma followed by 
shock, hemoconcentration and a reduced rate of 
flow complicated the picture. 

Coincident with the healing of traumatized tissue, 
the circulation returned to its former state. Whether 
the blood undergoes deagglutination or whether the 
clumps were phagocytosed by the reticuloendothelial 
system, the authors could not at this time determine. 

This is a most interesting and instructive article, 
and should be read in its entirety by anyone inter- 
ested in this phase of physiology. 

Ety Extiott Lazarus, M.D. 


SURGICAL TECHNIQUE 
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Utilization of Double Chin for Flap Plastic (Uber die 
Verwendung des Doppelkinns zur Lappenplastik). 
THEO SPRETER. Chirurg, 1949, 20: 474. 


The pedunculated skin-platysma flap from the 
submental and submaxillary region has given ex- 
cellent results in the plastic replacement of soft tis- 
sues of the cheeks, lips, and neck. This region pre- 
sents various characteristics which make it particu- 
larly appropriate for this purpose. Its main advan- 
tage lies in the abundance of its available material 
which allows fashioning flaps of even 15 cm. in 
length and 5 cm. in width and yet closing the defect 
by simple union of the borders of the wound. Be- 
cause of this abundance and of the great extensibil- 
ity of the skin of the neck, removal of wide flaps does 
not result in any appreciable limitation of move- 
ments. The blood perfusion of the flap is nearly the 
same as that of the facial skin so that the flap can 
be made with a narrow pedicle and used as a long 
tonguelike covering for a near or distant defect 
while its pedicle is twisted up to 180 degrees. This 
is true particularly when the skin is mobilized to- 
gether with the platysma, provided that the pedicle 
is not much narrower than one-third of the length 
of the flap. The flap which is always taken in the 
horizontal direction leaves a linear scar that is hid- 
den by the chin. The inclusion of the platysma in 
the flap allows replacement of the lost mimic muscu- 
lature by functional muscular tissue. The skin of 
the submental region is nearly always available for 
flap formation because the position of the chin usu- 
ally protects it against injury during burn of the 
face, and the region is usually not involved by noma, 
lupus, and tumors. Finally, the nature of this skin 
is practically the same as that of the facial skin and 
its hairiness in men makesitideal as replacement of 
the cheeks and especially of the upper lip. 

In skin-platysma flaps the platysma shrinks more 
than the skin. Therefore, when platysma must re- 
place lost muscle and be as wide as the flap, it must 
be cut somewhat wider after the skin has been in- 
cised. When it happens that after removal of par- 
ticularly wide flaps closure of the defect offers diffi- 
culties, as for instance in young patients with less 
abundant soft tissues than in older subjects, a flap 
with a pedicle at the mandibular angle and taken 
from the direction of the sternocleidomastoid muscle 
will solve the problem. 

The author has used the method ‘in 62 defects of 
the cheeks, lips, and neck. In 58 he utilized the 
single pedicled flap and in 4, the double pedicled 
flap. The first has always been satisfactory and 
there is no danger of necrosis of the tip of a long flap 
when the tip has an angle of about 60 degrees. A 
bridge flap in a case of total defect of the upper lip 


underwent unilateral necrosis in its free portion, but 
the final result of the operation was not endangered; 
however, since then the single pedicled flap has been 
used for upper lip replacement instead of the bridge 
flap. In total loss of the lower lip, utilization of the 
plastic skin flap is possible only in connection with 
methods that provide the reconstruction of an orbic- 
ular muscle and of a lip border. 
RICHARD KEMEL, M.D. 


Potassium Deficiency in Surgical Patients. HEenry 
T. RANDALL, Davin V. Hasir, S. Lockwoop, 
and S. C. WERNER. Surgery, 1949, 26: 341. 


The potassium balance and serum potassium levels 
were studied in three groups of patients observed in 
a surgical metabolism unit. One group was main- 
tained on food by mouth until operation, and then 
carried on parenteral fluids including amino acids, 
but without added potassium, for the operative day 
and 4 days thereafter. The second group was placed 
on the same parenteral fluids including amino acids, 
but these were given for 3 days preoperatively as 
well as postoperatively. Patients in the third group 
were treated in the same manner as those in the 
second, except for the addition of 50 milliequivalent 
(meq.) of potassium per day parenterally. 

The first two untreated groups demonstrated a 
consistent loss of potassium in excess of that as- 
sociated with nitrogen, the largest losses occurring 
on the first day of parenteral fluid administration. 


’ Operation increased the potassium loss in the second 


group on the operative and first postoperative days, 
but the magnitude of the losses was below that oc- 
curring on the first day of parenteral fluid therapy. 
The third group given potassium showed losses on 
the first day of parenteral fluids and on the operative 
and first postoperative days, but maintained a 
positive potassium balance for the period. Plasma 
potassium levels fell steadily below normal in the 
second group, which did not receive potassium, 
while the group receiving potassium maintained 
normal levels with the exception of the operative 
day when both preoperative and postoperative 
levels were below normal. The slope of the plasma 
potassium curve of all groups roughly paralleled the 
deficit in the untreated group. 

A fourth group of 54 patients from the general 
surgical wards, most of whom were subjected to 
major surgical procedures, was studied. Potassium 
determinations were done either to assist in fluid and 
electrolyte balance, or to attempt to evaluate and 
correct developing imbalance. None of these pa- 
tients had received any parenteral potassium or any 
potassium-containing foods or fluids by mouth since 
operation. In general, although not invariably, 
acute symptoms suggestive of potassium deficiency 

ap in cases with levels of 2.3 meq. or lower. 
Clinical dehydration of moderate degree was present 
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in some of the cases but did not appear to prevent a 
fall in the potassium level. There was a marked fall 
below normal in most cases. It is suggested that 
marked deviations in the plasma potassium level 
may serve as an approximation of the degree of 
potassium deficit. 

Data are presented from 14 cases of hypochloremic 
acidosis. It is shown that this condition responds 
both to oral intake of food and to the parenteral ad- 
ministration of potassium chloride, although it is 
refractory to, and made worse by, sodium chloride. 

The symptoms of potassium deficiency are divisi- 
ble into two groups. The first of these is the acute 
syndrome of skeletal muscle weakness, sometimes 
with paralysis of the intercostals and diaphragm. 
More commonly, there is a diffuse symptom com- 
plex beginning on the fourth to ninth postoperative 
day of drowsiness, languor, chronic ileus with mod- 
erate distention, anorexia and weakness, frequently 
accompanied by some peripheral edema, oliguria, 
and hemoconcentration. Not all symptoms are pres- 
ent in any one case, and it is evident that the pat- 
tern is not altogether specific. Usually accompany- 
ing this syndrome are a low plasma chloride, high 
plasma bicarbonate, and a low plasma potassium. 
These patients improve slowly when they begin to 
eat but respond more quickly when they are given 
potassium-containing solutions. Therapeutic ad- 
ministration consists in the use of from 60 to 120 
meq. of potassium a day with due regard to the total 
fluid volume permissible. The solutions are not used 
in acutely dehydrated patients until rehydration is 
well under way, the hematocrit is falling, and urin- 
ary output is definitely rising unless there is labora- 
tory evidence to show that the patient has a low 
plasma potassium level. The authors do not use the 
solutions in patients with acute or chronic renal 
disease unless the serum potassium is low, and then 
only with great caution; furthermore, solutions of 
potassium are not used during, or for 24 hours after, 
major operative procedures. Following these pre- 
cautions, they have not observed any evidence of 
potassium intoxication. Joun L. Luypguist, M.D. 


Postoperative Nitrogen Loss: A Comparison of the 
Effects of Trauma and the Caloric Readjust- 
ment. SripNEy C. WERNER, Davin V. Hasir, H. T. 
RANDALL, and Joun S. Lockwoop. Ann. Surg., 1949, 
130: 688. 

In an endeavor to arrive at a determination of the 
value of postoperative nitrogen loss, 26 healthy and 
nondepleted patients were studied for the purpose of 
distinguishing the effect of usual changes in dietary 
intake postoperatively from the effects of trauma of 
operation. 

Eleven patients in otherwise good health under- 
went cholecystectomy, 6 underwent ventral hernia 
repair, 8, inguinal hernia repair, and 1, colotomy. 
It was thought that no significant increase in nitro- 
gen output resulted from the operative procedure, 
and that no abnormal mechanism for the handling 
of protein has been invoked by the operation itself. 
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Interruption of nutrition, even if transient, produces 
nitrogen losses not compensated for by corresponding 
increases a day or so later. This is probably due to 
the fact that nitrogen cannot be stored unless a 
definite minimum requirement of calories is also 
provided. The concept is proposed that simple ca- 
loric lack explains the postoperative nitrogen loss 
found following operation uncomplicated by infection. 
STEPHEN A. ZIEMAN, M.D. 


Treatment of Postoperative Venous Thromboses 
(Traitement des thromboses veineuses postopéra- 
toires). Jacques BasTIEN. Rev. chir., Par., 1949, 
7-8: 203. 

The prevention of thrombosis requires great dis- 
crimination and is based on (1) the theory that 
thrombosis often complicates certain operations (es- 
pecially prostatic and gynecologic) and rarely ap- 
pears after certain others, and (2) the general exam- 
ination of the patient and particularly of his venous 
system. It is possible to distinguish several types of 
thromboses. 

In the patient who undergoes a nonthrombogenic 
operation and the general examination has revealed 
no deficiency, no special precautions are required, 
except early ambulation, at the latest on the second 
day after operation. If the patient does not get up, 
he can always be requested to perform leg move- 
ments and deep respirations in his bed at regular 
intervals. 

In the patient who undergoes a thrombogenic op- 
eration and the general examination is negative the 
use of anticoagulants is indicated, but before each 
injection the coagulation time must be verified and 
not exceed 15 minutes. A possible therapeutic sche- 
ma consists of: three intravenous heparin injections 
of 80 mgm. daily for 2 days, two injections daily on 
the third and fourth days, and one injection on the 
fifth day. The patient must get up before the end of 
this treatment. In addition to the cases in which 
thrombosis is especially feared because of the nature 
of the intervention itself, patients who cannot get up, 
obese patients, and restless patients who fear the 
operation and often develop an unforeseeable com- 
plication, should be given this treatment. 

In the patient who undergoes a thrombogenic op- 
eration and examination of the venous system re- 
veals a decided deficiency, it is necessary to add to 
the operation a venous ligation, preferably of the in- 
ferior vena cava, with which bilateral resection of 
the lumbar sympathetic can be easily associated. 
This will prevent embolism but not thrombosis, and 
therefore early ambulation and prophylactic heparin 
injections must be utilized. 

The patient who undergoes a nonemboligenic op- 
eration and presents a deficient venous system 
should be regarded as a candidate for thrombosis, 
and heparin and early ambulation are indicated. 

In case of threatening phlebitis in a patient who 
has not received heparin, whether he is ambulatory 
or not, the first step is infiltration of the lumbar 
sympathetic to act on the spasm as soon as possible; 
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it should be repeated as many times as necessary. If 
the prothrombin level is normal, the only logical 
treatment is with heparin; if the level is high, heparin 
is prescribed for 48 hours associated with dicumarol, 
300 mgm. the first day and 200 mgm. the second 
day, then continued in dosage suggested by the sub- 
sequent levels of prothrombin. 

In case of established phlebitis, type phlegmasia 
alba dolens, if the patient has not received any spe- 
cial treatment, it seems reasonable to subject him 
to lumbar infiltrations, and heparin or dicumarol. If 
this treatment fails, the phlebitis is observed and 
must be immobilized. If no incident occurs and the 
phlebitis does not seem to be extensive, the leg is 
kept immobilized for 3 weeks after the fall of temper- 
ature. If the phlebitis seems to be severe, three 
types of operation are available: thrombectomy with 
venous suture, phlebectomy, and venous ligation. 
The latter is preferable, particularly ligation of the 
inferior vena cava by the right subperitoneal route, 
with association of right lumbar sympathectomy, as 
extensive as possible. The patient should be told 
that left lumbar sympathectomy may eventually be- 
come necessary. 

In case of pelvic phlebitis, no infiltration of the 
lumbar sympathetic is performed, but heparin or 
dicumarol therapy is instituted. If response is not 
prompt, ligation of the inferior vena cava is in- 
dicated. 

Severe pulmonary embolism is beyond surgical 
aid. The average embolism is treated with heparin 
and dicumarol, associated with intravenous injections 
of novocain, with eupaverine and with morphine. 
If all signs do not disappear rapidly, ligation of the 
inferior vena cava is imperative. The small embolus 
requires only the usual medical treatment and the 
use of anticoagulants; the patient must be watched 
and, if the embolism recurs, ligation of the inferior 
vena cava again becomes necessary. 

When the venous complication occurs in a patient 
who has been treated prophylactically by early am- 
bulation and heparin, the treatment should be 
abandoned or prolonged, according to the case, and 
the thrombosis should be watched so that ligation 
may be proposed in due time if necessary. 

RicHARD KEMEL, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


The Metabolic Fate of the Infused Erythrocyte. 
STANLEY M. LEvENson, F. Ross BirKHILL, MARY 
A. MALoney, and Joun A. BELL. Ann. Surg., 1949, 
130: 723. 

In determining the nitrogen balance of patients 
who have received blood transfusions, there has been 
a distinct difference of opinion as to whether the ni- 
trogen of the infused erythrocyte should be included 
in the total nitrogen intake. This rather complicates 
experimental attempts to clarify the problem, and 
provides other interesting revelations about the fate 
of the infused red blood cell. 
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Two healthy, young, adult males were subjects. 
After an observation period of controlled metabolism 
under normal conditions for a _ of about 1 
month, each was given infusions of fresh erythrocytes 
in normal saline for 2 and 3 days, respectively, thus 
doubling the actual nitrogen intake of each subject 
on these days. Nitrogen balance was then deter- 
mined for another several weeks. The daily addi- 
tional nitrogen excretion following the infusions was 
found to vary from 1 to 5 per cent of the total red 
cell nitrogen infused. Thus, 27 days after the in- 
fusions in one subject, “extra” nitrogen, equivalent 
to 80 per cent of the infused nitrogen, had been ex- 
creted. In the other subject, determinations were 
made for 23 days after infusion and only 64 per cent 
of this “extra” nitrogen had been excreted. In this 
latter subject, the nitrogen excretion above the nor- 
mal control level was actually zero for 5 consecutive 
days after the red cell infusion. This is correlated 
with the previously proved fact that the protein in 
the red cells is not available to the ‘metabolic pool’”’ 
until the cell is actually destroyed. Thus, many re- 
ported instances of positive nitrogen balance are to 
be appraised with caution, for they may compute the 
nitrogen output over a period of days, while it is 
shown here that such infused red cell nitrogen causes 
a corresponding nitrogen excretion only gradually 
over a period of several weeks. 

The infused erythrocytes were tagged by having 
one transfusion to each subject consist of type O, 
Rh-, N blood, while each subject was typeO, Rh—, 
MN blood. Thus the percentage of infused blood cells 
in the circulation could be determined at any time. 
By correlating this with plasma volumes and hema- 
tocrits, it was seen that the infused red cells were 
destroyed at a rate of 0.8 per cent per day, which is 
the theoretical normal figure. The subject’s own red 
cell volume actually decreased at a similar rate for 38 
days in one subject, until the total red cell volume 
was at the pretransfusion level; then red cell produc- 
tion resumed its normal rate. Since it is unlikely that 
the subject’s own red cells would be destroyed at a 
rate greater than the infused cells, this drop in cell 
volume was attributed to suppression of erythropo- 
iesis rather than to increased destruction. 

The suppression of erythropoiesis makes more ni- 
trogen available for metabolism or excretion, and it is 
determined that about two-thirds of the “extra” 
nitrogen excretion after red cell infusion is from this 
source. The other third is due to destruction of the 
infused cells. It is stressed that this extra nitrogen 
excreted is not directly from the destroyed cells or 
the decreased activity of the bone marrow, but is on- 
ly “quantitatively equivalent” to the nitrogen made 
available from these sources. 

Red cell infusions obviously constitute a poor 
source of protein, and the nitrogen provided in this 
fashion is available to the body in very small quan- 
tities only over an extended period of time. These 
conclusions have been drawn from experiments on 
subjects with normal metabolism. 

Stantey W. TuELL, M.D. 
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The Prevention and Management of Thromboem- 
bolism. RicHarp H. Litire, RoBert W. Buxton, 
and Ivan F. Durr. Arch. Surg., 1949, 59: 609. 


The authors’ experience in the management of 
thromboembolism at the University of Michigan 
Hospital, Ann Arbor, during the past 9 years indi- 
cates that at present the use of anticoagulants is the 
treatment of choice. 

The value of interruption of a vein in thrombo- 
embolism is apparent in situations in which the anti- 
coagulants are undesirable because of the lack of 
facilities for their control or of the special risk they 
represent for certain patients. 

Anticoagulants and venous ligation have proved 
effective in the authors’ experience when they were 
employed along with general preventive measures in 
reducing the incidence of pulmonary embolism. 

Further reduction in the occurrence of pulmonary 
embolism may be expected when these procedures 
are applied early in thromboembolism and when they 
are extended to the susceptible patient prior to the 
development of thrombosis or embolism. 

The authors also found that in the patients stud- 
ied the sequelae of venous thrombosis were less se- 
vere after the use of anticoagulants than they were 
after venous ligation. BEnyamin M.D. 


Expeditious Use of Direct Flaps in Extremity Re- 
pairs. B. CANNON and A. W. Trott. Plastic & 
Reconstr. Surg., 1949, 4: 415. 


The use of immediate direct flaps to cover serious 
defects has now been demonstrated to be a safe pro- 
cedure and often greatly expedites the plastic repair 
of these defects. If the flap is made with a sufficiently 
broad pedicle the circulation will almost always be 
adequate. It is seldom necessary to delay a flap to 
the upper extremity at the time of transfer. The 
donor area from which the flap is raised can be better 
cared for if it is closed with a split skin graft im- 
mediately. The average time for detaching the graft 
is 3 weeks; sometimes this may be accomplished as 
early as 18 days and at other times it should not be 
performed until after 4 weeks. Flaps to the upper 
extremity may be adequately immobilized with ad- 
hesive strapping; flaps to the lower extremity need 
more rigid support, and plaster splints or plexiglass 
are necessary. After complete healing, the tissue 
should be supported by a firm dressing until normal 
circulation is fully re-established. 

F. J. LEsEMANN, JR., M.D. 


The petnent Study of Flash Burns. HERMAN 
E. Pearse, J. THomMAs Payne, and Lewis Hose. 
Ann. Surg., 1949, 130: 774. 

The weapons of modern warfare have produced a 
thermal lesion from a very brief exposure to radiant 
heat of high intensity that has been called a “flash 
burn.”’ Since the mechanism producing these high 
intensity burns and the resulting effects are quite 
dissimilar to those of ordinary burns seen in civil 
life, the threat of future warfare makes it obligatory 
to attempt to solve this baffling clinical problem. 
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This report deals with laboratory methods of creat- 
ing “flash burns” and the examination of go lesions 
so produced. 

The most satisfactory method was found to con- 
sist of standard photographic flash powder, practical- 
ly pure magnesium, fired by a high tension electric 
spark, a concave reflector to focus the heat, and a 
timing device to limit the exposure, such as a rotary 
type shutter or a car carrying the animal across the 
focal point at a known rate. The distance and 
amount of magnesium were varied at first but later 
a standard experiment consisted of 124 gm. of 
magnesium with the animal at 30 cm. from the 
source. The pig was chosen as the standard experi- 
mental animal, though some experiments were done 
on other animals. The resulting lesions were meas- 
ured and photographed and, at various periods, 
biopsied, fixed, and stained. 

The most striking characteristics of experimental 
flash burns are found in the histologic picture. Most 
remarkable is the abrupt and diagrammatic demar- 
cation between burned and normal skin. The nor- 
mal, basophilic, epidermal cells change, on a straight 
line, to the acidophilic burned cells which have all 
the characteristics of thermal injury. In the deeper 
skin the demarcation is at the burn border, in the 
crypts, and in the hair follicles. It is present in the 
dermis but is less easily demonstrated. There is no 
gradual transition zone from normal cells to burn 
cells, as described in the moderate temperature, long 
duration burns. 

- Another characteristic of the flash burn is the 
method of healing. The burned epithelium and 
dermis represents a coagulative ‘“‘fixed” type of 
necrosis with eschar formation and subsequent se- 
questration, rather than the organization in the non- 
coagulative necrotic tissue of the moderate tempera- 
ture burn. With a flash burn of average severity, 
the epithelium grows out freely beneath the un- 
organized eschar, so that healing is rapid. But if 


the area is large and the injury deep enough to © 


destroy the epithelium in the crypts and hair fol- 
licles, then this characteristic of demarcation will 
result in delayed repair from lack of epithelial 
islands. The demarcation is probably a function of 
the rapid transcutaneous heat transfer, a difficult 
process to measure. 

Studies on the effect of flash burns, especially on 
the pathology and healing of severe transdermal 
burns, are incomplete and are being extended. 
Though much remains to be done, it appears that 
short exposure of high intensity heat causes dif- 
ferences, both histologic and reparative, from those 
seen in moderate temperature burns. 

Davin H. Lynn, M.D. 


Delayed Primary Closure of Contaminated Wounds. 
JoserH H. Morris and Georce H. Martin. Sur- 
gery, 1949, 26: 616. 


The technique of delayed primary closure of con- 
taminated operative incisions was studied in a series 
of 46 cases. The incidence of severe wound infec- 
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tions after primary closure of contaminated opera- 
tive incisions averaged 50 per cent. The technique 
consisted of closure of the peritoneum and fascia 
with interrupted cotton sutures. Vertical nylon mat- 
tress sutures were placed through the skin and sub- 
cutaneous fat. Rayon gauze packs soaked in peni- 
cillin solution or penicillin solution combined with 
streptomycin solution were placed in the wound and 
the sutures were tied loosely without approximating 
the skin edges. Usually after 48 hours the pack was 
removed and the closure completed at the bedside. 
In this series of contaminated wounds the inci- 
dence of infection was 30.4 per cent and 17.4 per 
cent of the infections were serious. Rayon gauze 
was found to be an ideal pack because of its non- 
irritative properties. B. G. P. Saarrrorr, M.D. 


Infection with Penicillin-Resistant Staphylococci 
in Hospital and General Practice. G. B. Fores. 
Brit. M.J., 1949, 2: 569. 


Seventy-eight strains of Staphylococcus pyogenes 
from clinical sources have been analyzed according 
to their sensitivity to penicillin. The resistance rate 
of strains derived from out-patients was 12.5 per 
cent and from in-patients 68.4 per cent. 

All resistant strains produced penicillinase. 

Many of the strains were already resistant before 
penicillin treatment was started. 

The epidemiological and clinical significance of 
these findings has been briefly discussed. The fre- 
quency with which penicillin-resistant strains are 
carried in the anterior nares of ward nurses is thought 
to be partly responsible for the high proportion of 
hospital infections with resistant staphylococci. 

Joun J. Matoney, M.D. 


Bacteriophage Types in Penicillin-Resistant Sta- 
phylococcal Infection. Mary BARBER and J. E. 
M. Waiteneap. Brit. M.J., 1949, 2: 565. 


Of 100 cases of infection with staphylococcus pyo- 
genes occurring in St. Thomas Hospital, 35 yielded 
penicillin-resistant strains. In 24 cases all colonies 
tested were penicillin-resistant, and in 11 both sensi- 
tive and resistant strains were isolated. 

All penicillin-resistant strains were shown to de- 
stroy penicillin. Seventeen were tested for penicillin 
sensitivity with two different-sized inocula, and it 
was found that whereas a small inoculum was sensi- 
tive to from 0.06 to 4 units per millimeter, a large 
inoculum grew in from 12.5 to 50 units per millimeter. 

Twenty-four of the 35 penicillin-resistant strains 
were shown to belong to phage group 6/7/47, where- 
as only g of 76 penicillin-sensitive strains fell into 
this group. When 140 penicillin-resistant strains iso- 
lated from patients in a variety of hospitals were 
phage-typed, 85 were found to be of this group. 

All strains were initially sensitive to streptomycin. 
A strain from one patient became resistant after 5 
days of treatment with this antibiotic. 

Twenty-one of the 111 strains were resistant to 
—e and 17 of these were resistant to peni- 
cillin. 
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All 111 strains were coagulase-positive; 105 were 
atoxigenic. Joun J. Matoney, M.D. 


Newer Antibacterial Agents in Surgery. W. A. 
ALTEMEIER. Surg. Clin. N. America, 1949, 29: 1285. 


Of the newer antimicrobial agents, bacitracin, 
polymixin or aerosparin, aureomycin, and chloro- 
mycetin are the most promising. Each has withstood 
preliminary and intensive laboratory investigations 
and is now being thoroughly investigated clinically. 
Many other antibacterial agents are under study, 
but as yet none has reached a stage of development 
that will permit its clinical application. 

Bacitracin, derived from Bacillus subtilis, pos- 
sesses an extensive antibacterial spectrum very 
similar to that of penicillin. It appears to be promis- 
ing in the treatment of sulfonamide-resistant, peni- 
cillin-resistant, and streptomycin-resistant infections, 
in the treatment of chronic progressive cutaneous 
gangrene, and, in a synergistic manner, with peni- 
cillin in the treatment of resistant staphylococcal 
infections and syphilis. The author found bacitracin 
to be very effective in the arrest and control of 
experimental gas gangrene and, when given by 
mouth, in the treatment of intestinal amebiasis. 

However, bacitracin produces nephrotoxic effects 
when administered parenterally, and therefore can 
not be accepted as yet for general clinical use, or 
distributed widely. 

Polymixin (aerosporin) is derived from cultures of 
Bacillus aerosporus, also known as polymyxa. Four 
types have been identified, A, B, C, and D, of which 
B is the most promising and is highly selective for 
gram-negative bacteria only. This distinguishes it 
from all other antibiotics thus far reported. Bacteri- 
cidal in action, polymixin possesses one distinct 
advantage over streptomycin in that susceptible 
organisms develop lack of resistance. However, when 
given parenterally, about one-third of the author’s 
patients developed some evidence of toxicity, as 
vertigo, headache, albuminuria, and hematuria. 
Moreover, polymixin appears to be somewhat less 
effective than streptomycin for established surgical 
infections due to gram-negative bacteria. Though 
little is absorbed from the alimentary canal when 
given by mouth, the number of gram-negative in- 
testinal organisms tends to be lowered appreciably. 
It is effective and not toxic when applied topically. 

The general clinical use of polymixin will probably 
not become widespread unless its toxicity is de- 
creased and its antibacterial effects are enhanced. 

Derived recently from Streptomyces aureofaciens, 
aureomycin is a particularly promising chemothera- 
peutic agent. Its antibacterial activity in vitro is 
equal to that of streptomycin against most gram- 
negative bacilli and less than that of penicillin, but 
more than that of streptomycin against most gram- 
positive organisms. Bacterial resistance to it does 
not develop easily. It also possesses antirickettsial 
and antiviral activity. Readily absorbed from the 
gastroenteric tract, this route is preferred unless a 
high blood level is desired rapidly. Untoward effects 
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are rarely observed, and then only when the paren- 
teral route is employed. 

Like aureomycin, chloromycetin, or chloramphe- 
nicol, is an unquestionably valuable agent with low 
toxicity but strong antibacterial properties against 
a wide variety of surgical infections, e.g., virus, 
rickettsia, gram-negative bacteria including many 
of those in the colon, the typhoid group, etc. Chloro- 
mycetin is administered by mouth, the initial dosage 
usually being 50 to 75 mgm. per kilogram followed 
by 0.25 gm. every 3 to 4 hours. Aureomycin and 
chloromycetin have extended the field of anti- 
bacterial therapy greatly and have increased its 
sphere of effectiveness. Davi H. Lynn, M.D. 


Streptomycin Therapy in Established Wound In- 
fections. Epwin J. PuLaski and James F. CONNELL, 
Jr. Surgery, 1949, 26: 622. 


An analysis was made of 200 soft tissue infections 
of nontuberculous types, treated with streptomycin. 

Infections classified as Group 1 were characterized 
as cellulitis, and 90 per cent of patients were bene- 
fited by streptomycin therapy. Infections classified 
as Group 2, such as superficial and deep abscesses, re- 
quired adjuvant surgical measures in spite of strep- 
tomycin therapy. Infections classified as Group 3, 
comprising miscellaneous wound infections, showed 
no response to streptomycin. Poor results were ob- 
tained with streptomycin in fecal fistulas, foreign 
body reactions, urinary fistulas, and sloughing per- 
ineal wounds. Topical applications of streptomycin 
were usually ineffectual. 

The principal value of streptomycin was in its 
early administration in acute infections of gram- 
positive or mixed variety types. Successful strepto- 
mycin therapy was found to be dependent on strepto- 
mycin-sensitive organisms— 2.0 gm. of the drug daily, 
an adequate blood supply, and absence of necrotic 
tissue. BENJAMIN G. P. SHaFrrorF, M.D. 


The Use of Bacitracin in Experimental Clostridium 
Welchii Infection in Guinea Pigs. Witi1am R. 
SANDUSKY and CoNnsTANCE F. KEEBLE. Ann. Surg., 
1949, 130: 674. 

The authors experimented with numerous animals 
over a considerable period of time in an effort to de- 
termine the efficacy of bacitracin in guinea pigs 
contaminated with Clostridium welchii. It was con- 
cluded that three units per gram of body weight of 
bacitracin is an effective dose, when administered at 
the time of wound contamination, and will protect 
the guinea pig against Clostridium welchii infection. 

When the interval is lengthened beyond 2 hours, 
the prophylactic effectiveness of the drug diminishes 
with each hour and is completely lost in 6 hours. 
Caution is advised against applying the results to 
the clinical problems in man, owing to the vast 
differences between the experimental animal and 
the human being. However, it points to the pos- 
sibility of a valuable adjunct to other well recognized 
forms of treatment in clinical gas gangrene in the 
human being. STEPHEN A. ZEMAN, M.D. 


ANESTHESIA 


The Present State of Local Anesthesia (Ueber den 
gegenwaertigen Stand der oertlichen Betaeubung). 
ARTHUR LAEWEN. Chirurg, 1949, 20: 385. 


The author presents a brief review of the history 
and present status of local anesthesia. 

For conduction and infiltration anesthesia, most 
surgeons have returned to novocain in a 0.5 to 2 per 
cent solution with the addition of adrenalin, as pan- 
tocain and percaine have proved too toxic in many 
cases. For surgery within the oral cavity many men 
prefer corbasil to adrenalin to avoid accidents due 
to the latter. However, corbasil can produce other 
side effects, such as acute engorgement of the thy- 
roid with disturbance of respiration. 

Spinal anesthesia has been used widely for the 
last 15 years although it still should be considered a 
risk. According to various statistics the mortality 
ranges between 1 to 2,400 and 1 to 3,300, whereas 
ether anesthesia has a mortality of only 1 to 11,802. 
Side effects during lumbar anesthesia are nausea, 
vomiting, respiratory disturbances, and paralysis of 
respiration. After effects may be convulsions, apha- 
sia, coma, aseptic meningitis, hemiplegia, paraplegia, 
or paralysis of the bladder or rectum. It is an open 
question whether the side effects, especially the fall 
of the blood pressure, are caused by paralysis of the 
vasoconstricting sympathetic nerves, by resorption 
of the anesthetic into the systemic circulation, or 
by its ascension within the dural sac to the level of 
the medulla oblongata. Tropacocaine, novocain, 
pantocain, and percaine are in use as anesthetics. 
Various methods of injection and various positions 
of the body have been used. Some authors recom- 
mend injecting the anesthetic in small divided doses 
of 5 c.c. at intervals of 5 minutes for five doses. To 
prevent the fall of the blood pressure, ephedrine, 
ephetonine, and veritol have been used. 

For epidural anesthesia, percaine (1 or 2 per 
mille) or pantocain (2 per mille) has been employed 
successfully, as well as the 1 per cent novocain solu- 
tion. The combination with scopolamine and code- 
ine improves the success of this type of anesthesia. 
The author differentiates three types: sacral or cau- 
dal, high sacral, and segmental epidural. Sacral 
anesthesia ensures absence of pain in all operations 
at the perineum, lower part of the rectum, vagina, 
penis, prostate, and bladder. For suprapubic pros- 
tatectomy and for surgery of the bladder, infiltration 
of the abdominal wall has to be added. The author 
uses this method also routinely in the cystoscopy of 
men to avoid the dangers of local anesthesia of the 
mucosa. Appendectomy as well as inguinal and fem- 
oral herniotomy can be performed with this method 
also. Segmental epidural anesthesia can be used for 
surgery of the thorax, abdomen, pelvis, and kidney. 
Also surgery of the lower extremity can be done with 
the use of 3.3 per mille pantocain solution. 

Paravertebral anesthesia has been employed less 
since the development of the epidural methods. 
However, it gives good results in surgery of the stom- 
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ach and of inguinal and femoral hernias. The author 
warns against using this method at the neck because 
of the danger of injuring the dura and of intradural 
injection. Paravertebral block of the cervical 
sympathetic nerve is dangerous; plexus anesthesia 
is preferable. Thoracic and lumbar paravertebral 
anesthesia is useful also for nonsurgical purposes. 
Severe gall-bladder or renal colics can be stopped 
immediately by paravertebral block of the Th 10 or 
Th 12 and L 1 nerves, respectively. Furthermore, 
in postoperative bronchitis and bronchopneumonia, 
the distressing pains of the abdominal wall caused 
by coughing disappear after paravertebral thoracic 
and lumbar anesthesia. Renal insufficiency follow- 
ing prostatectomy can also be cured by this method 
of treatment. 

Local anesthesia, in the strict sense, can be di- 
vided as nerve block, field block, or terminal anes- 
thesia, and has a very wide field of application. It 
can also be employed safely in inflammatory proc- 
esses like furuncles and abscesses, except in phleg- 
mons and in the oral cavity. 

Special caution is necessary in surgery of the jaws 
or organs within the oral cavity, particularly in 
tonsillectomy or peritonsillar abscesses. Fatalities 
have been reported repeatedly. Whether these are 
due to the toxic effect of novocain or adrenaline, or 
to irritation of the carotid sinus is an open question. 
In surgery of the mandible, extraoral blocking is 
advisable. 

For anesthesia of the neck, blocking of the auricu- 
laris magnus, cutaneus colli, and supraclavicular 
nerves should be done. Thyroidectomy can be per- 
formed without pain by this method as the thyroid 
itself does not have sensory innervation. 

The author describes briefly the technique of con- 
duction anesthesia of individual ribs in thoracoplasty, 
in laminectomy, and in laparotomies. 

Finally, local anesthesia in surgery of the extremi- 
ties is discussed. The author emphasizes that, also 
in the leg, any kind of operation including amputa- 
tions and resection of the knee can and should be 
performed under conduction anesthesia. Four in- 
jections are sufficient to anesthesize the entire ex- 
tremity: block of the ischiadic, cutaneus lateralis, 
femoralis, and obturator nerves. 

WERNER M. Sotmitz, M.D. 


The seapennanes of Anesthesia for the Results of 
Abdominal Operations (Die Bedeutung der Anaes- 
thesie fuer die Resultate der Bauchoperationen). 
H. FINSTERER. Wien. med. Wschr., 1949, 99: 305. 


The author emphasizes the superiority of local 
over inhalation anesthesia in laparotomies. His 
opinions are based on a material of more than 15,000 
operations performed at the General Hospital in 
Vienna, Austria, and on his private practice. He 
gives detailed instructions for the technique of local 
anesthesia in the different kinds of operations. 

To produce satisfactory anesthesia of the abdom- 
inal wall it is important not only to infiltrate the 
individual muscular layers with % per cent novocain 
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solution but the posterior rectus sheath should be 
anesthetized with fanlike spreading injections and 
the afferent nerves should be eliminated ‘by sub- 
cutaneous infiltration. For painless opening of the 
peritoneum, novocain is injected in the preperitoneal 
tissue after incision of the linea alba. After opening 
of the peritoneum at least 20 c. c. of novocain are 
injected again on each side preperitoneally to com- 
plete the anesthesia of the abdominal wall. Since 
this anesthesia does not last more than 1% or 2 
hours, if the operation is of longer duration the pre- 
peritoneal injections should be repeated before su- 
turing. 

For operations in the epigastric area, the anes- 
thesia of the wall is followed by anesthesia of the 
splanchnic nerves with a pantocain solution (1 to 
1500). Stomach resections and gall-bladder opera- 
tions are completely painless with this technique. 
In resections of the small intestine, an additional in- 
jection of from 10 to 20 c. c. of novocain into the base 
of the mesentery of the involved loop is necessary. 

In surgery of the large intestine paravertebral 
anesthesia is sufficient for the mobilization of the 
colon, while for the resection additional novocain is 
injected in the base of the mesocolon. 

For surgery of the superior portion of the rectum 
a method of parasacral anesthesia has been devel- 
oped by the author. In addition to infiltration of the 
presacral space, from 15 to 20 c. c. of novocain are 
injected on either side of the fifth lumbar vertebra to 
eliminate the sacral plexus. This procedure produces 
complete painlessness during the opening of the peri- 
toneum of the cul-de-sac and the ligation of the 
pelvic mesocolon. 

Radical operation of rectal carcinoma is performed 
under lumbar anesthesia. Percaine (1 to 1500 solu- 
tion) is given in divided doses of 5 c. c. every 3 to 5 
minutes. 

The author believes that the superiority of local 
over general anesthesia is due to four factors: 

1. Surgical shock does not occur in local anes- 
thesia. 

2. Peritonitis is less frequent because atony of the 
intestine with secondary peritonitis is never ob- 
served. 

3. Fatalities due to pulmonary complications are 
much rarer than after inhalation anesthesia. 

4. Acute paralysis of the stomach and superior 
jejunum does not occur. 

It has been shown experimentally that surgical 
shock is caused by irritation of the cerebrum from 
the afferent nerves. Therefore, the author believes 
that, even if general anesthesia is used, local anes- 
thesia of the abdominal wall and infiltration of the 
mesenteries should be added to avoid shock and to 
reduce the quantity of anesthetic used. 

Especially in patients over 60 years, the prognosis 
of abdominal surgery is considerably improved by 
the avoidance of general anesthesia. The author 
quotes a great number of interesting cases and sta- 
tistics to prove this point. 

WERNER M. Sotmitz, M.D. 


wa INTERNATIONAL ABSTRACTS OF SURGERY 


Anesthetic Problems in Cardiac Surgery in Chil- 
dren. O. McQuiston. Anesthesiology, 
1949, 10: 590. 

Surgical management of cardiac malformations 
presents many anesthetic problems. The agents and 
techniques which have proved satisfactory at the 
Children’s Memorial Hospital, Chicago, are dis- 
cussed. 

Depression of metabolic activity is a most impor- 
tant consideration as hypoxemia is the most trouble- 
some complication and the most frequent cause of 
death. It is recommended that relatively large doses 
of morphine be used for preoperative sedation and 
metabolic depression. During surgical procedures 
on hypoxic children, the use of hypothermia to re- 
duce the metabolism is suggested. Experiences with 
thermal control will be the basis of another report. 

It is essential in successful management that pre- 
operative, operative, and postoperative complica- 
tions be instantly recognized and treatment insti- 
tuted at once. Mary Francis Pog, M.D. 


Geriatric Anesthesia. BERNARD S. GOFFEN and PauL 
M. Woop. Am. J. Surg., 1949, 78: 475. 


The anesthesiologist is concerned directly with the 
senescent changes seen in the cardiovascular, respira- 
tory, and excretory systems, which are mainly re- 
sponsible for the diminished ability of the aged to 
maintain homeostasis in the face of strain. Certain 
pharmacologic deviations must also be kept in mind 
if a rational approach to the anesthetic treatment of 
the geriatric patient is to be attempted. Psychic 
sedation remains one of the major preanesthetic ob- 


jectives since age has already lowered the metabolic 
rate. Routine morphine dosage must be shunned. 
It should be remembered, moreover, that barbitu- 
rates like scopolamine may cause excitement and 
confusion. 

Coincident with the improvement in the adminis- 
tration of general anesthesia has come the realization 
that for many individuals local procedures may be 
more shocking than general anesthesia. On the other 
hand, certain operative procedures lend themselves 
extremely well to skillfully induced local anesthesia. 
For many procedures which can be performed with 
anesthesia levels below D 10, spinal anesthesia may 
be the one of choice. Dilute solutions of pentothal 
sodium in conjunction with curare and a 50 to 50 
mixture of nitrous oxide and oxygen lends itself to 
many procedures. 

Requirements in these patients for a potent agent 
are so much less that ethylene is sufficient to permit 
many procedures to be performed with adequate 
oxygenation and relaxation. The unfavorable effects 
on hemodynamics limits the use of ether to that of a 
supplementing agent. Because of their compara- 
tively diminished ability to compensate for blood 
loss, positional disadvantages and operative trauma, 
supportive therapy during anesthesia must be anti- 
cipatory whenever possible. The aim is the preven- 
tion of drastic changes in the status of the patient. 
An important aim of postoperative care is the pre- 
vention of circulatory and respiratory complica- 
tions. Too early or excessive postoperative sedation 
is considered hazardous. 

Mary Frances Por, M.D. 
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ROENTGENOLOGY 


X-Ray Diagnosis of Pathology of the Sella Turcica 
(Die Selladiagnostik). M. Carstens. Fortsch. 
Roentgenstrahl., 1949, 71: 257- 


Roentgenograms of the sella turcica of 461 ap- 
parently normal men, from 16 to 32 years of age, and 
of 555 patients suffering from hyperthyroidism, hy- 
pothyroidism, hypocalcemia, obesity, and hyper- 
tension were studied by the author. Special atten- 
tion was paid to deviations in size and to the forma- 
tion of bridges. 

Osteoclasts, governed by the hypophysis, exert an 
influence on the development of the sella in adoles- 
cents. 

The author rejects the term “osteoporotic, senile 
sella” as meaningless because a widening of the sella 
is found regularly in individuals past 50 years of age. 
An abnormally wide or small sella or a bridge forma- 
tion in a young individual suggests the presence of 
a disturbance of the autonomic regulatory mechan- 
ism. A pathologic sella points to a disorder in the 
hypophysis or the midbrain. Statistics indicating 
the normal size of the sella turcica are still lacking. 

K. Narat, M.D. 


A Contribution to the Roentgenologic Study of the 
Ala Parva of the Sphenoid (Contributo allo studio 
radiologico delle _— ali dello sfenoide). ANTONIO 
Nicotosi. Radiol. med., Milano, 1949, 35: 631. 


The 2 cases here reported are intended to show 
that caution is necessary in interpreting roentgeno- 
grams which are thought to indicate disease involv- 
ing the lesser wing of the sphenoid bone. It is true 
that the stratigraphic exposure has enabled a clearer 
visualization of the various components of this nar- 
row line of shadow running obliquely upward and 
outward, directly across the field included in the 
bony orbit of the eye; nevertheless, the clinical 
picture must be considered before judgment as to 
the possible presence of pathology is made. 

In the first case a roentgenographic examination of 
the frontal sinuses turned up the surprising fact that 
the shadow line of the left ala parva of the sphenoid 
was entirely absent. However, in this instance no 
evidence of disease was ever observed and the 
sinuses were, in general, abnormally pneumatized to 
a great extent. In fact, in the transverse exposure 
the horizontal extension of the frontal sinus back- 
ward into the roof of the orbit could be seen to reach 
the alar process itself. In some of the macerated 
skulls such pneumatization of the ala parva could 
be seen, and therefore the findings in this case were 
considered to be merely variations of the normal. 

The second case was that of a hypophyseal adeno- 
ma which had received previous treatment with 
radium and x-rays. Here again there was an almost 
complete absence of any indication on the roent- 
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genogram of the left clinoid process and of the lesser 
wing of the sphenoid. In this case however, the 
lamina quadrilatera was involved in an osteoclastic 
process. Therefore, this process had evidently also 
involved the medial portion of the lesser wing of the 
sphenoid. Joun W. BRENNAN, M.D. 


Congenital of the Respiratory Tract. 
Tracheal Malformations. Witt1am A. Evans, 
Jr. Am. J. Roentg., 1949, 62: 167. 


Abnormal noisy breathing of an infant is an indi- 
cation of respiratory obstruction. The cause of the 
obstruction may be an enlarged thymus, a medias- 
tinal mass, or vascular anomalies. The degree of 
obstruction is influenced by the extrinsic force and 
the ability of the trachea or bronchi to resist com- 
presson. Transient tracheal narrowing may be due 
to mucus overlying the tracheal mucosa and soft 
tracheal cartilage. Anterior narrowing of the trachea 
may be caused by an enlarged thymus; this responds 
well to x-ray therapy. 

The author considers tracheal obstruction in anom- 
alies plus extrinsic influence. Two autopsies of 
patients with atresia of the tracheal rings with 
marked narrowing are reported. 

Mavrice D. Sacus, M.D. 


Roentgenologic Morphology of Fatty Embolism of 
the Lung (La morphologie radiologique de l’embolie 
graisseuse du poumon). GEORGES VOLUTER. Acta 
radiol., Stockh., 1949, 31: 403. 

The author had the good fortune to study the 
roentgen aspect of a sudden, acute fat inundation of 
the lungs in a thin man of 25 who had sustained a 
comminuted fracture of the left femur with gross 
displacement of the fragments. The fractured ex- 
tremity was treated by extension and all went well 
until the sixth day when the patient suddenly went 
into a comatose sleep. The surgeon made the diag- 
nosis of fat embolism. 

In the roentgen study of this accident, three 
morphologic phases could be distinguished. 

The first phase, 26 minutes after onset of the coma, 
is the agglomeration phase in which two planes could 
be made out—one of stylistic images due to fatty 
and medullary filling of the vessels of the pulmonary 
circulation, and one of embolizing elements (folliculo- 
stellate foci) in the general circulation. To be noted 
is the fact that the heart shadow is not changed. 

The second phase, 24 hours after onset of the coma, 
shows a general picture of exudative constellation. 
The large agglomerated foci have disappeared. There 
is now confluence of the acinar and interstitial foci 
located in the two circulations. For the first time 
there is an increase in the heart shadow, the con- 
traction amplitude of which is decreased. The homo- 
geneous planes (milky aspects) in the peripheral 
parenchyma, the vicinity of the hilus, and even the 
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hilus itself, must be due to atelectoexudative phe- 
nomena produced by the disturbances of circulation 
(edema) and those of aeration. This could be called 
the atelectoexudative and miliary stage. 

The third phase, 3 days after onset of the coma, is 
one of pure granular constellation, but is difficult to 
demonstrate. There is an astounding rarefaction in 
the pathologic picture, but the magnifying glass and 
a perfect negatoscope reveal over the entire pul- 
monary territory a scattering of small stellate foci 
with extremely reduced radioabsorbing power. In 
this phase the small size of the heart is striking, and 
during the three phases, the heart has performed an 
accordion movement. 

The physiopathologic mechanism of fatty em- 
bolism in the two circulatory systems of the lungs 
takes place (1) by the arrival of fatty and medullary 
masses in the large vessels in which the first deposit 
occurs, (2) by the ulterior mobilization of these 
masses due to cardiac and respiratory movements, 
(3) by the advance of the emboli beyond the vessels 
with a 4 mm. diameter into the capillary system. If 
the foramen of Botal is open, the advance runs 
parallel in the two circulations. 

The presence of stellate or follicular foci which 
have been placed physiopathologically in the large 
circulation cannot serve as a criterion for the per- 
meability of the foramen of Botal. The third phase, 
despite its miliary character, is so unobtrusive be- 
cause of the lack of radioabsorption that it may pass 
unrecognized. The contradiction between the poor 
roentgen morphologic picture of the third phase and 
the abundant anatomopathologic findings (edema, 
hyperemia, atelectasis, emphysema, fatty and me- 


dullary emboli, and intense capillary changes) is 


striking. RicHarp Kemet, M.D. 

Contribution to the Study of Benign Bronchial 
Tumor. Case Report of Bronchial Cylindroma 
(Ein Beitrag zur Klinik der gutartigen Bronchial- 
tumoren—ein Fall von Bronchuscylindrom). M. 
CarsTENS. Fortsch. Roentgenstrahl., 1949, 71: 230. 


A 47 year old woman had been complaining for 15 
years of recurrent violent attacks of coughs with 
slight expectoration and occasional hemoptysis. 
Dyspnea and loss of weight gradually developed. 
Repeated sputum examinations failed to reveal the 
presence of tubercle bacilli. 

Roentgenograms showed an occlusion of the left 
bronchus and complete atelectasis of the left lung. 
Bronchographic studies showed a semicircular tu- 
mor, occluding the left main bronchus at the height 
of the bifurcation. No operation could be performed 
because of the poor condition of the patient. The 
autopsy established the diagnosis of cylindroma. 

The following signs and symptoms suggest the 
diagnosis of a cylindroma: (1) long duration of the 
condition, (2) hemoptysis, obstinate bronchitis and 
chronic inflammatory processes of the lungs and 
pleura, (3) repeated negative findings in sputum 
examinations, and (4) negative roentgen-ray find- 
ings until atelectasis developed, 
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The term “cylindroma” derives from the arrange- 
ment of the intercellular hyalin. The tumor origi- 
nates in the serous, mucous, or mixed bronchial 
glands, grows very slowly, has no marked destructive 
tendencies, and forms no metastases. 

Cylindromas and carcinoid tumors comprise a 
group called “benign basal cell carcinomas” by some 
workers. 

X-ray therapy of cylindromas does not furnish 
encouraging results. Endobronchial excision is the 
method of choice. In the presence of bronchiectases 
a lobectomy or pulmonectomy may be necessary. 

JosEepx K. Narat, M.D. 


Bronchial Carcinoid—Adenoma (Ueber Bronchial- 
karzinoide—Adenome). Ciaus Esser. Fortsch. 
Roentgenstrahl., 1949, 71: 217. 


Certain benign bronchial tumors, which may sim- 
ulate a cancer roentgenologically as well as histologi- 
cally, respond favorably to the proper therapy but 
may prove fatal if they remain untreated. Among 
such benign tumors only the so-called bronchial car- 
cinoid is of clinical importance. It is characterized 
by a slow rate of growth and absence of local or re- 
mote metastases. Contrary to carcinoma, this type 
of tumor produces mostly a stenosis and may become 
fatal by causing a massive hemorrhage. The car- 
cinoid originates from the small glands of the 
bronchial mucosa and in many instances cannot be 
distinguished from a carcinoma histologically. The 
tumor is surrounded by a capsule and does not in- 
vade the lymph nodes or lung parenchyma. The 
nodular appearance of the tumor, which may be 
sessile or pedunculated, is characteristic for the 
carcinoid, in contrast to the carcinoma which only 
rarely has such features. The partial obstruction of 
the involved bronchus leads to bronchiectasis in the 
peripheral zone of the corresponding area of the 
lungs. It is worth while to remember that such a 
cystic degeneration of the lungs is hardly ever pro- 
duced by the nodular type of carcinoma because the 
latter leads within a short period of time to a com- 
plete obstruction of the involved bronchus. 

Of all the diagnostic methods, the stratigraphic 
examination alone is able to demonstrate the extra- 
bronchial growth, the shape of the tumor, and its 
extent. The study should be supplemented by 
bronchographic and bronchoscopic examinations and 
a biopsy. The excision of the tumor should be sup- 
plemented by radium therapy. The effect of roent- 
gentherapy is doubtful. Advanced conditions require 
a lobectomy. 

Attacks of cough, prolonged and recurrent fever, 
and hemoptysis may suggest the diagnosis of tuber- 
culosis, especially in young individuals. In 50 per 
cent of the 28 cases collected from the literature, the 
carcinoid was located in one of the main bronchi, in 
10 instances in the left bronchus, and in 4 instances 
in the right bronchus. 

The reports of the author’s 7 cases are illustrated 
with numerous roentgenograms. 

Joseru K, Narat, M.D, 
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Thoracic Aortography by Means of a Cannula In- 
serted Percutaneously into the Common Caro- 
tid Artery. Gunnar J6nsson. Acia radiol., Stockh., 
1949, 31: 376. 

The author describes a technique for thoracic 
aortography which is a simplification of previous 
technique. The common carotid artery is punctured 
percutaneously with a special double cannula 13 cm. 
long and 1.5 mm. in diameter. The cannula is di- 
rected downward instead of upward as in cerebral 
angiography. The puncture is made as high up as 
possible on the artery. The patient lies with his 
head in a large degree of dorsal flexion. When the 
cannula comes into the artery, blood is seen passing 
out through the inner needle. The needle is then re- 
moved. A thread is inserted into the outer cannula 
in its place and pushed carefully through the carotid 
and innominate arteries down into the aorta. Using 
the thread as a guide, the cannula is then pushed 
down so that its tip comes inside the aortic arch. 
The thread is very soft and has a rounded tip. It 
cannot do any damage if it is pushed down slowly 
and gently. In order to avoid blood clotting in the 
cannulas, the latter are irrigated with saline solution 
throughout the procedure. The silver thread is also 
moistened with heparin. The position of the aortic 
arch may be predetermined and marked on the thor- 
acic wall by use of the fluoroscope. After the can- 
nula has been inserted, the silver leader is removed 
and the tubing is connected to the cannula. From 
40 to 80 c.c. of the 50 per cent contrast solution is in- 
jected in about 3 seconds. Serial roentgenograms are 
taken during the injection, from 6 to 10 pairs in two 
perpendicular planes. The author has used this 
method of aortography in ro cases. 

The method should not be used in cases of patent 
ductus, when there is reason to suspect morbid 
changes in the innominate or carotid artery, or when 
there are plans of surgical intervention in the upper 
right part of the mediastinum. It is a good method 
for the study of malformation in the aortic arch and 
the thoracic portion of the descending aorta. 

Frank L. Hussey, M.D. 


Angiocardiographic Interpretation. CHARLEs T. 
Dotter and IsRAEL STEINBERG. Radiology, 1949, 
53: 513. 

For the radiologist who only occasionally uses 
angiocardiography, a series of idealized diagrams of 
normal angiocardiographic findings is presented. 
Satisfactory diagnosis can be accomplished with a 
standard stereocassette changer, which brings the 
procedure well within the scope of the small hospital. 

Four standard chest projections are necessary to 
show all of the structures of each side of the heart. 

The frontal projection is best for delineating lung 
tumors, hilar and mediastinal structures, interatrial 
defects, the pulmonary circulation, and venous drain- 
age into the right heart. 

The left anterior oblique projection is the position 
of choice for study of the aorta, the ventricles, and 
the majority of congenital anomalies. 
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The lateral projection is especially valuable in the 
profile delineation of the right ventricular outflow 
tract and the main stem pulmonary artery, and is the 
position of choice for the demonstration of uncom- 
plicated pulmonic stenosis in the adult. 

The right anterior oblique projection is rarely 
employed except for the detection of early mitral 
stenosis and for enlargement of the inflow tract of the 
right ventricle. It is occasionally used for exact 
localization of mediastinal tumors or intrathoracic 
foreign bodies. 

An excellent selected bibliography and 8 film 
diagrams are given. ALLAN K. Briney, M.D. 


Respiratory Changes in the Shape of Circumscribed 
Proliferations of the Pleura as a Differential 
Diagnostic Sign (Die respiratorische Formaende- 
rung umschriebener Pleuraschwielen als differen- 
tialdiagnostisches Merkmal). ScHROE- 
DER. Fortsch. Roentgenstrahl., 1949, 71: §77- 


Postpleuritic bands or adhesions can easily be 
mistaken in the roentgenogram for tumors or Cir- 
cumscribed exudates. These errors can be avoided 
by comparing the shapes of the shadow in inspiration 
and in expiration. Whereas a tumor or a localized 
exudate preserves its shape in different phases of 
respiration, the form of a band or thickening of the 
pleura will change. WERNER M. Sotmitz, M.D. 


Roentgenologic Study of Diverticulum of the 
Esophagus. Experiences Gained in 139 Cases in 
Zurich (Das Oesophagusdivertikel im Roentgen- 
bild. Zuericher Erfahrungen an Hand von 139 
Faellen). UmsBrerto Coccut. Fortsch. Roentgen- 
strahl., 1949, 71: 59. 


This report is thought to be the first comprehen- 
sive study of diverticulum of the esophagus based on 
the material offered by a large roentgenologic Insti- 
tute, such as that at the University of Zurich. Pre- 
vious reports on this subject have been limited to the 
viewpoint of the pathologist or of the operating sur- 
geon. Most of them have been merely a compilation 
of interesting examples. 

The material here reported consists of all the cases 
of esophageal diverticulum found by roentgenolog- 
ical examination during the 28 years from 1921 to 
1948. Seventy-nine per cent of the patients were 
males; the youngest patient was 27 years of age and 
the oldest was 84. The analysis as to age comprised a 
rather uniform curve with its highest point in the 
sixth decennium. 

Pulsion diverticula were found in 114 cases. Of 
this number, 83 were located in the upper third of the 
esophagus and of these 83, 75 were typical hypo- 
pharyngeal, or Zenker’s diverticula. Of the remain- 
der, 22 were pulsion diverticula of the middle third 
of the esophagus, with 15 of these at the precise level 
of the bifurcation. The remaining 10 were located in 
the lower third of the esophagus. 

There were 19 traction diverticula. Three of these 
were located in the upper third of the esophagus and 
the remaining 16 in the middle third. Some of the 
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pulsion diverticula located in the middle third were 
certain instances of the so-called traction-pulsion 
diverticulum, and 2 of the traction diverticula lo- 
cated in the upper third showed definite evidence of 
a coincidental spondylosis deformans of the cervical 
vertebrae. One of the traction diverticula was a 
Plummer-Vinson syndrome, and another had re- 
sulted in a bronchoesophageal fistula which required 
thoracotomy for its correction. 

Finally, 4 cases are described wherein a clinical 
diagnosis was made tentatively of esophageal diver- 
ticulum, esophageal carcinoma, or gastric ulcer. In 
none of these cases did the subsequent esophageal 
examination reveal the diverticulum, and the roent- 
genological examination showed merely a localized 
dilatation or dilatations which on subsequent ob- 
servation had disappeared or had been affected by 
antispasmodics. In 1 of these cases, apparently a 
supradiaphragmatic diverticulum, laparotomy failed 
to reveal anything abnormal. All of them were clas- 
sified as functional diverticula. 

In 74 of the patients the diverticulum was cor- 
rectly diagnosed clinically. In 21 the clinical diag- 
nosis was esophageal carcinoma; in 3 it was esopha- 
geal stenosis; in 3, dysphagia; in 2, foreign body in 
the esophagus; in 3, gastric or esophageai ulcer; and 
in 1 patient each, struma, neurosis, and gastric car- 
cinoma, respectively. Joun W. Brennan, M.D. 


The Differentiation of Mediastinal Tumor and 
Aneurysm; Value of Angiocardiography. Is- 
RAEL STEINBERG and CHARLES T. Dotter. Brit. J. 
Radiol., 1949, 22: 567. 

Angiocardiography is advocated as a simple and 
effective means of differentiating aneurysms from 
other space-filling lesions of the chest. The authors 
employ an ordinary stereocassette changer with only 
two exposures per injection with satisfactory results. 
This method is effective in solving the cases which 
are difficult to diagnose, because an aneurysm may 
fail to pulsate on account of clotting and a tumor 
may show transmitted pulsation. 

Four cases are presented, each with three roentgen- 
ograms; all of the patients had a positive Wasser- 
mann reaction. Joun F. Grszons, M.D. 


Congenital Hernias of the Diaphragm (Kongenitale 
Zwerchfellhernien). F. Scumip. Fortsch. Roentgen- 
strahl., 1949, 71: 67. 


The case in this study is remarkable not only in 
being a diaphragmatic hernia on the right side, rare 
enough in itself, but also in that a study of the series 
of roentgenograms permitted the almost exact esti- 
mation of the period in fetal life when the ab- 
normality started to develop. The patient was a 6 
weeks old male child with a practically continuous 
cyanosis which was first noted 2 days after birth. 
There were frequent attacks which appeared to be 
— in nature. The child would lie ‘‘as though 

ead.’ 

Examination disclosed an emaciated child with a 
slight cough, poor muscular development, and an odd 
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sunken appearance of the abdomen on dorsal de- 
cubitus. Percussion over the right side of the chest, 
over the lower and middle portions, elicited either 
dullness or tympany. The roentgenologic examina- 
tion showed the heart and mediastinum to be pushed 
to the left and the right half of the thorax apparently 
filled with what seemed to be a cystic formation. 
Unibaryt mixture (100 c.c.) was given by mouth and 
disclosed a normally located and formed stomach 
emptying into a duodenum which led directly up into 
the right chest; the mixture circulated through the 
duodenum, jejunum, and ileum, and finally passed 
straight downward to a point somewhat below the 
position of the diaphragm to empty through the 
ileocecal valve into a cecum which was located some- 
what to the left of the midline. 

The series of appended roentgenograms, which 
were almost as simple and lucid as schematic dia- 
grams, suggested that the development of the in- 
testine in the direction of least resistance, that is, 
through the still open diaphragm into the right 
pleural cavity, began during the fetal period at about 
the time of the retraction of the newly formed in- 
testinal loops from the physiological umbilical her- 
niation and just before the cecal portion of the large 
intestine had crossed over the small intestine to 
continue its course to its definitive position in the 
right lower quadrant. This occurs about the time 
that the embryo is 40 mm. in length. 

Joun W. Brennan, M.D. 


Very Large Diaphragmatic Hernia on the Left Side 
(Hernia diaphragmatica permagna sinistra). WoLrF- 
_ Hirscw. Fortschr. Roentgenstrahl., 1949, 71: 
582. 


The author reports a case of an unusually large 
diaphragmatic hernia in a patient 57 years of age. 
Roentgenographic examination revealed that almost 
the entire stomach and the greater part of the trans- 
verse colon were situated in the thorax. The upper 
pole of the colon was at the level of the first rib close 
to the left costosternal junction. 

It is interesting that, in spite of this huge eventra- 
tion, only moderate complaints were reported. For 
the last 20 years, the patient complained of fullness 
and nausea after meals which were relieved by as- 
suming the Trendelenburg position. No dysphagia, 
singultus, constipation, or diarrhea had ever been 
present. 

The differential diagnosis between true diaphrag- 
matic hernia and relaxation of the diaphragm (thor- 
acic stomach without herniation) is discussed. 

WERNER M. Sotmitz, M.D. 


X-Ray Study of Peptic Ulcer Morbidity (Roentgen- 
studien zur Geschwuerskrankheit). Esca- 
BACH. Fortsch. Roentgenstrahl., 1949, 71: 436. 


The author indicates that during the past 15 years 
the population of Germany has been the subject of 
a mass experiment regarding the part which war and 
postwar insecurity play in peptic ulcer formation. 
In civil practice (City Hospital of St. George in 
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TABLE I.—THE RESULTS OF MEDICAL TREATMENT AS GAUGED BY X-RAY STUDY 


Fresh ulcer 


Old ulcer Chronic ulcer 


Location 


Healed Improved | Uninfluenced| Healed 


Improved | Uninfluenced| Healed Improved | Uninfluenced 


Stomach 82.6% 17.4% 15% 


45% 40% 71.2% 22% 6.8% 


Duodenum 27.8% 15.6% 


712.2% 


31.2% 53.2% 28% 30.5% 41.5% 


Leipzig), 11,196 cases of ulcer were observed. The 
increase in the number of cases is as follows: 


Several additional charts are presented to show 
the marked increase in the percentage of medical 
ulcer cases, coinciding with the crises and disturb- 
ances in Germany from 1915 through 1945. 

Roentgenograms and gastroscopic illustrations 
are used to present the author’s criteria for distin- 
guishing fresh and old ulcers. An elaborate statisti- 
cal analysis of the types of ulcers is given: old, 
fresh, small, healing, or resistant to treatment. 
Another author found earlier that the locations of 
the ulcers in this series were: gastric in 10.9 per cent; 
pyloric in 9.9 per cent; duodenal in 20.0 per cent; 
and of a combined variety in 2.9 per cent; these 
diagnoses had been made conclusively by roentgen- 
ography in this series earlier. The present figures 
for this group are: 1,356 gastric ulcers (12.1%); 
2,135 pyloric ulcers (19.1%); and 3,495 duodenal 
ulcers (31.2%). 

The roentgenogram of an “ulcer complex” is dis- 
cussed. The author points out how very common 
this condition has become in Germany, in the last 
half century particularly, and how this type of ulcer 
is associated with industrial unrest and. personal 
insecurity. The name “Krisenulkus” (crisis ulcer) 
is given to this type of ulcer. The ulcer is demon- 
strated roentgenologically by flattening of the rugae 
and a characteristic central deforming oval niche 
(filling defect), which ccnstitute a special mucosal- 
scar pattern that, in contrast to other signs, is con- 
stant and infallible diagnostically when present. 
The ulcer healing or lack of it can be determined by 
means of x-rays, and the refractoriness to medical 
treatment noted thereby gives prognostic value to 
the roentgenograms as well as an estimable knowl- 
edge of the age of the ulcer, and its site. 

Jane C. MacMrmtan, M.D. 


Clinical Considerations with Reference to the 
Roentgen Symptomatology of Chronic Typhli- 
tis (Kritische Betrachtungen ueber die Roentgen- 
symptomatologie der chronischen Blinddarment- 
zuendung). M. CarstEns. Fortschr. Roentgenstrahl., 
1949, 71: 

Ninety apparently healthy medical students at 
the University of Jena were studied roentgenolog- 


ically and clinically with reference to the cecal 
region. These subjects were all from 21 to 26 years 
of age. It was thought that a careful history would 
at this early period of life uncover an accurate ac- 
count of any previous attacks of typhlitis. This 
proved to be true in that the 2 instances with a 
positive history afforded positive pathological evi- 
dence of previous attacks in the form of adhesions 
and fecoliths. 

Enemas, cathartics, or other preparation of the 
bowel were omitted. The barium was given orally, 
in two portions, the last after a ro hour interval. 
The first exposure was made after 8 hours; then ex- 
posures were made daily up to the third day and 
thereafter at lengthening intervals. 

Seventy-seven (85.5%) of the appendices were 
filled within the first 24 hours, 69 after the first ad- 
ministration of the shadow mixture and 8 after the 
second. There was evidence that the sympathetic 
nervous system had something to do with the process 
of filling. With plenty of time, patience, and proper 
preparation of the bowel it is believed that all the 
appendical lumens could have been filled. 

In 63 (70%) of the entire material of 90 subjects 
the cecum was empty, or almost empty, again after 
48 hours; in 11 the cavity was still weakly visible 
after 3 days and in 4 after 5 days. This number is 
too small to permit any conclusions with reference to 
cecostasis and its relationship to chronic appendi- 
citis; however, it does not seem to indicate any re- 
lationship between the two conditions. Of the 77 
appendices which filled, 54 (approximately 70%) re- 
emptied within the first 3 days and approximately 
go per cent were empty by the tenth day. The long- 
est period of retention was 30 days. These 77 sub- 
jects were considered as not suffering from chronic 
typhilitis or appendicitis. 

On the whole, from the experience gained with 
this material and from a study of the literature, the 
author tends to disregard the so-called indirect symp- 
toms of typhlitis, and to consider most of the pub- 
lished direct symptoms as of little or no decisive 
value. Eight of the so-called direct symptoms are 
thought to be pathognomonic of chronic appendi- 
citis. These are: the short appendix, appendical 
scars, adhesions, lateral displacement of the ap- 
pendix, pointed distal end of this organ, the inability 
to cause filling with the shadow mixture, pain on 
pressure, and foreign bodies. 

The shortened appendical shadow is too multi- 
significant to be of itself of pathognomonic value. 
The appendical scar is hard to demonstrate and re- 
quires a whole series of exposures at times to demon- 
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strate its constancy. The lateral displacement of 
the appendix has nearly always proved to be patho- 
logical at operation. The point tip sign is always 
the result of adhesions. Finally, it should perhaps 
be remarked that the shadow of a foreign body does 
not of itself indicate the presence of an inflammatory 
process; however, the dangerous character of the re- 
sultant pathological process, if it develops, is of such 
a nature as to render the operative removal of the 
appendix mandatory. JoHN W. Brennan, M.D. 


Gas-Forming Ovarian Abscess (Gashaltige Ovarial- 
abszesse). KARLHANS SIEMON. Fortsch. Roentgen- 
strahl., 1949, 71: 454. 


The author indicates that in general a gas-contain- 
ing abscess presents little difficulty for roentgen-ray 
diagnosis. The abscess shadow shows a freely mov- 
ing fluid level, which can be demonstrated by alter- 
ing the position of the patient. The technique was 
described earlier by Weinberger in the diagnosis of 
subphrenic abscess, and has also been used to diag- 
nose liver abscess, pyopneumothorax, and abdomi- 
nal abscesses. 

Two detailed case reports are given in which the 
technique was used for the diagnosis of a gas-con- 
taining tubo-ovarian abscess which extended to the 
pouch of Douglas, and an endometriosis which in- 
volved the wall of the sigmoid and formed a large 
pelvic abscess. Furthermore, the sigmoid was out- 
lined by an air contrast enema so that the dimensions 
and location of the abscesses were made with cer- 
tainty. Four photographs of typical roentgen-ray 
findings are shown. Jane C. MacMi1tan, M.D. 


The Roentgenological Localization of the Placental 
Site. Normal Implantation. F. Rem. Brit. J. 
Radiol., 1949, 22: 557. 


The author briefly discusses the demonstration of 
the site of the placenta. The first method is by angi- 
ography, that is, the injection of various solutions 
into the amniotic fluid, such as strontium iodide, 
uroselectan B, and skiodan. However, these solutions 
proved to be too toxic and led to premature labor 
and trauma to the cord and fetus. The second meth- 
od is intravenous placentography, which has met with 
little success, and the third method is soft tissue 
roentgenography, first employed by Snow and Pow- 
el. Various investigators have used this method with 
success. 

Diagnosis is mainly indirect because (1) the fetus 
has varying mobility in the amniotic fluid, (2) the 
fetal specific gravity is greater than the fluid, and 
(3) the fetus tends to assume the most dependent 
part of the uterine cavity. The lower uterine seg- 
ment is not visualized but the soft parts of the fetus 
are outlined by the subcutaneous layer of fat. Inter- 
pretation is based on the inner oval, formed by the 
fetal soft parts and the outer peripheral zone, which 
as it widens out into a crescent-shaped shadow 
marks the placental site. 

Certain anatomical considerations were mentioned 
by the author as perhaps being sources of error in 
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diagnosis. Such were lateral obliquity of the uterus, 
asymmetry of the placental site, variations i in placen- 
tal dimensions, and excess liquor amnii. Difficulty 
is also at times present in multiple pregnancies 
and breach presentations. 

The author reports a series of 252 cases observed 
in a period of 12 months; in 41 of the 42 cases the 
diagnosis was proved to be correct by cesarean sec- 
tion. The relationship of the fetal position in respect 
to the placental location was brought out by Torpin 
who showed that when the placenta was situated 
anteriorly the fetal.position was equally distributed, 
but when the placenta was situated posteriorly the 
fetus was in the anterior position in 5 of every 6 
cases—there was a § to 1 ratio of fetal anterior po- 
sition. A. E, O’Hara, M.D. 


Roentgenographic Urologic Anatomy. Aberrant 
and Accessory Blood Vessels of the Kidney, 
Hydronephrosis, and Hematuria (Urologische 
Roentgenanatomie? Aberrierende und akzessorische 
Nierengefaesse, Hydronephrose und Haematurie). 
G. GUENTHER. Fortschr. Roentgenstrahl., 1949, 
71: 597- 

It appears very doubtful that pressure of the 
aberrant or accessory blood vessels can cause hy- 
dronephrosis. The author warns against the prevail- 
ing habit of overrating the roentgenographic find- 
ings, the “anatomy by x-ray,” which often leads to 
injudicious and dangerous surgery. 

An abnormal course of the renal vessels may often 
be the effect rather than the cause of hydronephrosis. 
The number and the course of the renal vessels are 
subject to great variability also in normal persons, 
and the author is convinced that dystonias and 
dyskinesias play a far greater role in the pathogenesis 
of hydronephrosis than purely anatomical abnormal- 
ities. Furthermore, the evaluation of urologic roent- 
genograms is very difficult, and the films are an inex- 
haustible source of diagnostic errors. Some phenom- 
ena like the “constriction ring” at the ureter and the 
“fading effect” are not sufficiently explained and 
may in many instances be feigned by overlapping 
with the shadows of other structures in the area, 
such as the psoas muscle or transverse vertebral 
processes. 

Whereas resection of the veins does not have any 
effect on the kidney parenchyma, resection of an 
artery always causes an infarct and may lead to a 
urinary fistula by secondary infection of the area of 
infarction. The author believes that it is preferable 
to remove a kidney entirely rather than to resect a 
large accessory artery. 

Finally, the author discusses the subject of hema- 
turia in hydronephrosis. Also in these conditions the 
diagnostic possibilities of pyelography are quite 
limited, and it is impossible to gain any information 
by means of x-rays concerning the source and loca- 
tion of hemorrhage. 

The author believes that bleeding from the 
glomerular or tubular capillaries never occurs; there- 
fore all hemorrhages from the upper urinary tract 
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can originate only in the calyces or the spins Ex- 
cept in traumatic cases, the danger of anemia is 
negligible as the amount of blood rarely surpasses 
5 c.c. per day. If the pyelogram is normal, an ex- 
ploratory exposure of the kidney is unjustifiable. 
WERNER M. M.D. 


The Normal and Pathologic Picture of the Renal 
Pelvis in Descending bre aoc An Attempt at 
Physical Interpretation (Il quadro normale e 
— del bacinetto nella urografia discendente. 

entativo di interpretazione fisica). FRANCO 
Perotti. Radiol. oak, Milano, 1949, 35: 691. 

The author discusses the urinary flow through the 
renal pelvis and the ureter, how physical conditions 
may influence the urographic picture, and how some 
normal and pathologic pictures may be explained on 
the basis of the fundamental physical principles. For 
practical reasons he limits his study of the pathologic 
conditions which modify the resistances to the urinary 
flow to that of obstacles in the ureter, especially 
calculi, and considers the following eventualities: an 
obstacle without appreciable consequences; an ob- 
stacle with consequences: (1) with compensation; (2) 
without compensation: (a) with initial signs of pres- 
sure increase in the renal pelvis, (b) with pressure in- 
crease and hydronephrosis, and (c) with decrease of 
the speed of urinary secretion and various degrees 
of dilatation. 

The consequences of the presence of a calculus in 
the ureter may be of various degrees and, since an 
increase of the urinary pressure in the renal pelvis 
constitutes a danger for the kidney, compensation 
can mean only that there is no pathologic increase in 
this pressure. Therefore, the radiologist must endeav- 
or to determine not only whether there is a calculus 
and a dilatation of the urinary passages, but also 
whether there is a pathologic hyperpressure in the 
renal pelvis in addition to its pathologic increase in 
size. 

It may be accepted as a fact that an imperfect, 
hazy picture of the renal pelvis indicates that there is 
no hyperpressure in this pelvis, provided that urine 
has heady arrived in the ureter and that there is 
good reason to believe that the pelvis contains no 
pathologic formations which could decrease its avail- 
able space. It may be regarded as proved that a 
renal pelvis in hyperpressure gives a too clear pic- 
ture, provided that the kidney has preserved its ca- 
pacity of eliminating and concentrating urine and 
the opaque substance, and that the latter has had 
time to spread through the entire pelvic cavity. How- 
ever, this should not be taken to mean that a very 
clear picture is undoubtedly pathologic. 

The more the pressure rises toward the maximum 
at which the kidney is capable of functioning, the 
more apparent will be the decrease in the urinary 
flow. Roentgenologically, this condition should man- 
ifest itself by a decrease in the speed with which 
opacification of the urinary passages occurs. From 
the practical point of view, when it is possible to 
demonstrate by comparison that opacification of a 


dilated ureter or renal pelvis occurs more slowly, it 
must be admitted that this slowing down is at least 
in part apparent, i.e., not connected with a decrease 
in the urinary flow. This slowing down assumes a 
typical aspect in the so-called transitory elective 
prepapillary urographic images and in the ball images 
(images 4 boule). Both pictures, with their inter- 
mediate gradations, are generally accepted as occur- 
ring when there is an increase of the urinary pressure 
due to an obstacle to its outflow. The mechanism of 
this result is still an open question. The authors who 
accept the physical explanation without invoking 
spasm of the necks of the calices do not always give 
an exact interpretation of the mode of action of the 
physical factors. Ricuarp Kemet, M.D. 


The Roentgenological Aspect of the Utriculus 
Prostaticus During Urethrocystography. Nuts 
P. G. Epiinc. Acta radiol., Stockh., 1949, 32: 28. 


Contrast visualization of the prostatic utricle is 
described as an incidental finding in urethrocystog- 
raphy. The utricle was demonstrated in 17 of 700 
patients so examined at the Karolinska Sjukhuset in 
1948, being evident as a pear-shaped shadow from 4 
to 16 mm.in length which was attached by its smaller 
end to the posterior wall of the prostatic urethra. 

The author believes that visualization is due either 
to functional disturbance of the closing mechanism 
of the utricle or to fibrosis with rigidity of the utric- 
ular opening, which allows the entrance of contrast 
medium. He attaches no particular diagnostic sig- 
nificance to its visualization except that, when seen, 
it must be differentiated from a postinflammatory 
prostatic cavity. W. C. Owstey, Jr., M.D. 


Symptomatology and Roentgenology of Congenital 
Endochondral Disturbances of Ossification 
(Die Klinik und Roentgenologie der angeborenen 
enchondralen Verknoecherungsstoerungen). WoLrF- 
GANG MArRQuARDT. Fortsch. Roentgenstrahl., 1949, 
71: 794. 

The author presents a.comprehensive review of 
the various types of congenital disturbance of ossi- 
fication, excluding mongolism and the endocrine 
forms like congenital athyreosis. A great number of 
instructive illustrations and roentgenograms are 
given. This interesting treatise should be read in 
the original. 

In chondrodystrophia (in earlier times known as 
“fetal rickets”) the subperiosteal area is the site of 
the pathology. This anomaly has been known and 
studied for a long time. Its outstanding feature is 
shortness of the long bones of the extremities which, 
in typical cases, produces the characteristic dwarf- 
ism. The bones of the trunk are developed normally. 
The head, especially the cranium, is comparatively 
large, the forehead high, the basis of the nose re- 
tracted, and the neck short and thick; kyphosis of 
the lower thoracic spine and lumbar lordosis is very 
frequent. The skin is quite loose, forming folds, the 
hands and feet are short and wide, and the skeletal 
muscles are often overdeveloped. 
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Apart from these typical cases, there is on record 
a great variety of atypical ones. Two cases of uni- 
lateral _chondrodystrophia have been published. 
Cases in which only one or more of the long bones 
are involved while the rest of the skeleton is normal 
are found more frequently. 

Furthermore, all degrees of transitional forms, 
from the typical chondrodystrophic dwarf to the 
apparently normal individual, exist. In many of 
these only roentgenologic or postmortem histologic 
examinations revealed the true nature of the disturb- 
ance. Otherwise normally proportioned persons may 
have typical chondrodystrophic hands and feet; on 
the other hand, chondrodystrophic dwarfs with nor- 
mal hands and feet have been observed. Malforma- 
tions of the skeleton, like cleft palate, club foot, and 
spina bifida, are frequent. Some authors believe 
that precocious synostoses of the epiphyseal junc- 
tion, the Madelung deformity, and congenital coxa 
vara are localized forms of chondrodystrophia. How- 
ever, this opinion is not generally accepted. 

Chondrodystrophia is a vitium primae forma- 
tionis which appears very early in fetal life. There 
is certainly no connection with any endocrine dis- 
turbance. Recent studies of chondrodystrophic em- 
bryos have shown that the underlying disease is 
a disturbance less of cartilage formation but rather 
of the endochondral, especially the periosteal bone 
formation. The epiphyses and the short bones are 
never involved. Sporadic occurrence seems to be 
the rule although familial cases have been observed 
frequently. In one family the anomaly could be 
traced over four generations. 

The author describes in detail the roentgeno- 
graphic and anatomic findings in the individual 
bones, including a great number of roentgenograms. 

Whereas chondrodystrophia has been known for a 
long time, the other large group of congenital dis- 
turbances of ossification has been established only 
recently. In this group the site of the condition is 
the subchondral rather than the subperiosteal ossifi- 
cation zone. The disease has been described under 
different names. In the Anglo-Saxon countries it is 
usually known as Morquio’s disease. The disturbance 
causes various clinical pictures among which the 
dwarf with short trunk and extremities of normal 
length is the most typical. However, dwarfism is 
less marked than in chondrodystrophia, and the 
disease is often mistaken for other skeletal affections 
like osteochondritis dissecans and Perthes’ disease. 
No anatomic and histologic examinations have been 
possible as yet; therefore all our knowledge is based 
on clinical and roentgenological findings. The 
anomaly seems to be markedly hereditary, more so 
than chondrodystrophia. 

In contradistinction to chondrodystrophia, the 
patients are not of robust build but rather slender 
and delicate. As the long bones are not involved, 
dwarfism is less marked and often absent. 

The outstanding signs are: short neck, short trunk, 
pigeon chest, long extremities, weak skeletal muscles, 
and severe deformations of the legs. Extreme de- 
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grees of knocked knees, habitual dislocation of the 
——. marked flat feet, and hip subluxations or 
uxations are frequent. These deformities may also 
occur without any shortness of the trunk. 

The author describes in detail the findings in the 
individual bones. The anomaly never involves the 
metaphyses of the long bones but only the short 
bones, especially vertebrae, carpal and tarsal bones, 
the patella and the epiphyses, particularly at the hip, 
knee, and shoulder joints. 

The shortness of the trunk is caused by the flat 
shape of the vertebrae. This characteristic trait led 
some writers to term the anomaly “generalized 
platyspondyly”. The pelvis is narrow in the trans- 
verse diameter and always shows disturbances of 
ossification at the sacroiliac junction. The acetabula 
are shallow and nearly always abnormal. In children 
and adolescents, the ossification centers at the hip 
and knee joints show severe defects. 

Mixed forms of chondrodystrophia and Morquio’s 
disease have been repeatedly observed. Subperio- 
steal as well as subchondral disturbances were 
present. These were usually severe cases. 

Finally, the author discusses the relations of the 
endochondral ossification disturbances to other dis- 
eases of the bones, especially Perthes’ disease, gar- 
goylism, hip luxation, and osteochondritis dissecans. 
WERNER M. Sotmit1z, M.D. 


The Diagnosis and Therapy of Bone Tumors (Zur 
Diagnostik und Therapie der Knochentumoren). A. 
ZUPPINGER. Fortsch. Roentgenstrahl. 1949, 71: 373. 


The author emphasizes that the diagnosis and 
follow-up treatment of bone tumors are the peculiar 
province of the roentgenologist. A rapid review is 
made of the laboratory findings in various cases of 
primary and secondary bone tumors, with a tabu- 
lated chart of the alkaline phosphatase in the various 
tumors. Many excellent photographs of the roent- 
genograms characteristic of the bone tumors are 
presented. The discussion includes polyosteitis 
fibrosis cystica (Paget’s disease), myeloma, chon- 
droma, sarcoma, Ewing’s tumor, benign giant-cell 
tumor, osteoma, eosinophile granuloma, fibrosis ossi- 
ficans, and hemangioma of bone. A histologic classi- 
fication is presented in tabular form. 

The clinical description of these tumors is indi- 
cated in differential diagnostic discussions which 
constitute almost the entire text of 21 pages. The 
article is written in excellent style and clear language 
for orthopedists. It is summarized as follows: 

In cases of large solitary bone tumors (malignant) 
the serum albumin remains unchanged; with bone 
and lung metastases there have been found a de- 
crease in the albumin and an increase in alpha and 
gamma globulin; beta globulin is increased only ex- 
ceptionally. The alkaline phosphatase is elevated 
in approximately two-thirds of the cases with osteo- 
genic, and in one-third of the cases with osteolytic 
metastases. Osteogenic sarcoma does not always 
show elevated phosphatase; as a rule, biopsy exci- 
sions lead to secondary infections and dangers of 
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tumor spread. Giant-cell tumor, chondroma, he- 
mangioma, and adamantinoma are not considered 
malignant, and they usually remain untreated. Oth- 
erwise, operation is usually performed for tumors, 
except Ewing’s sarcoma which responds readily to 
x-ray treatment. Sometimes roentgen therapy is 
used following surgery. Myeloma and sarcoma 
nearly always require amputation, as they are more 
resistant to x-rays. Jane C. MacMuttan, M.D. 


Roentgenol Diagnosis of Gas-Forming Infec- 
tions in Tissues (Zur Roentgendiagnostik der Gas- 
bildun Gewebe). R. Hausricn. Fortsch Roent- 
genstr 1949, 71: 475- 


Air in tissues can be visualized as a gas abscess, a 
gas-containing phlegmon, or muscle gas gangrene 
before bacteriological diagnosis can be of help in 
demonstrating the true nature of the lesion. More- 
over, considerable difficulty is encountered in isolat- 
ing and identifying the gas-forming organisms bac- 
teriologically. Particularly during the war years it 
was found helpful to diagnose these conditions by 
means of x-rays. More recently the author has 
checked roentgenological diagnoses later with bac- 
teriology, and he concludes that there are some help- 
ful x-ray features. 

1. In a gas abscess the roentgenologist can point 
out one or more rounded shadows of decreased den- 
sity. These are seen in the vicinity of a foreign body 
(shot or missile), and not infrequently the gas pocket 
is not seen until later, because it is beyond the area 
of direct injury at the time of roentgenography and 
treatment. A gas abscess cannot be distinguished in 
its transition to muscle gas gangrene, gas-containing 
phlegmon, and other mixed bacteriological and path- 
ological wounds. 

2. When there is no large tissue defect, as in a 
penetrating wound of the extremity, gas-containing 
phlegmon rapidly expands, filling the tissue spaces 
= spreading interstitially along the fascial muscle 

lanes, distally and proximally to the site of injury. 

he organisms found in these lesions are usually 
anerobic—staphylococci or streptococci. A putrid 
fluidlike decomposition with purulent odor develops, 
involving the entire soft part with great areas of 
translucent gas formation and necrosis. 

The muscle emphysema of gas gangrene as seen 
in body wounds and about large muscles has a fairly 
distinctive x-ray pattern; the fine diffusion of gas, 
due to the Fraenkel-Welch bacillus, for example, 
gains access to the muscle bundles and spreads about 
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the larger fascicles, gi rise to a distinctively 
striated picture of the entire muscle structure that 
cannot be mistaken for gas abscess or phlegmon. 
The article contains excellent roentgenographs to 
illustrate this. 

4. Gas-containing putrid gangrene was found 
typically in an amputation stump, compound frac- 
tures, and anemic wounded tissues, associated with 
marked contamination. The roentgenogram shows 
the same general muscle structure pattern as mus- 
cle gas gangrene, but edema and swelling distort the 
tissue so markedly that the diagnosis of destruction 
can be made with accuracy. 

Jane C. MacMittay, M.D. 


——— Therapy for Pituitary Adenoma. Corre- 

tion Tumor Dose with Response in 64 

Come ARNOLD L. BACHMAN and WILLIAM Harris. 
Radiology, 1949, 53: 331- 


The authors analyze their results in the treatment 
of 64 patients with pituitary adenomasa. Of these, 
38 were chromophobe, 21 eosinophile, and 5 basoph- 
ilic. The methods of treatment varied greatly as 
to technique and dosage. Radiotherapy was the 
primary method of treatment in 61 of the 64 cases. 
In 13 of these 61 cases, surgery was performed later. 
Three patients were first treated surgically and were 
given radiation therapy for postoperative recurrence. 

The physical factors of the irradiation were com- 
paratively uniform. They were: 180 to 200 kv.; 0.5 
mm. of copper, and 1 mm. of aluminum to Thoraeus 
filtration; half value layer from 0.9 to 2.0 mm. of 
copper; and target skin distance from 50 to 60 cm. 
Usually three pituitary fields about 5.0 cm. in dia- 
meter were employed or a rectangular field 6 by 8 
cm. was used. 

Microscopic study in each of the 16 cases of pitui- 
tary adenoma following radiation therapy failed to 
show destruction of the tumor. In most of these 
cases there was no evidence of any radiation effect. 

The summation of the material presented indicates 
rather conclusively that while pituitary adenoma is 
practically never destroyed by roentgen rays, its size 
is definitely decreased and its growth potentiality 
considerably diminished in a large percentage of 
cases. The present estimate of optimal therapy is 
the administration of a 3,000 to 4,000 roentgen 
tumor dose in from 30 to 45 days for a case of aver- 
age severity. If no early satisfactory improvement 
occurs, surgical intervention would appear to be in- 
dicated. Frank L. Hussey, M.D. 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


The Surgical Ascariases, on the Occasion of a Case 
of Double Perforation of the Gastroenterosto- 
matic Suture by Ascaris Lumbricoides (Le as- 
caridiosi chirurgiche; a proposito di un caso di 
doppia perforazione della sutura gastroenterostoma- 
tica da ascaride lombricoide). GIANNI CONSOLANDI. 
Lav. ist. anat. Univ. Perugia, 1948, 7: 5. 

At the autopsy of a man of 47 years who had died 
of peritonitis following partial gastrectomy for peptic 
ulcer, the author found that an ascaris had per- 
forated the suture of the afferent loop, insinuated its 
cephalic extremity between the stomach and the 
mesocolon over which it passed for a short distance 
toward the left, and again insinuated itself between 
the stomach and the mesocolon to re-enter the in- 
testine through another perforation of the suture 
line in the vicinity of the efferent loop; all this while 
its caudal extremity remained in the intestine at the 
first perforation. This ascaris was the only one 
found in the intestine. ; 

The author discusses surgical ascariasis and 
reaches the following conclusions: 

The pathogenic power of ascaris must now be con- 
sidered from various, often concomitant aspects: 
mechanical, traumatic, inoculating, absorbing, toxic, 
allergic, and migratory activities. The absorbing 
activity is complex and applies to chyme, blood, and 
tissue. The migratory activity must be considered as 
pathogenic; precise knowledge concerning the move- 
ments of the worm is not available, but it appears 
that active backward movement must be excluded. 

The surgical lesions caused by ascaris may be 
divided into three large groups: invasion, occlusion, 
and perforation. With regard to the lesions caused 
by invasion, it is to be noted that the central 
nervous system is the only system in which adult 
ascarides do not develop and accumulate. As to 
occlusion of the biliary passages, a distinction must 
be made between pure ascaridian occlusions and 
lytic ascaridian lesions. For perforations it is neces- 
sary to admit that: (a) ascaris is capable of perforat- 
ing the intestinal wall in vivo; (b) the perforation 
may occur in healthy intestine by direct or indirect 
mechanism, depending on whether the perforation 
is the result exclusively of the action of the worm or 
whether other destructive factors induced by the 
worm have co-operated; and (c) ascaris is capable of 
perforating very easily the intestine at a point that 
is already altered by other anatomic lesions. 

The suture lines of anastomoses in the digestive 
tract present a favorable terrain for perforations by 
ascaris, particularly during the first days after the 
operation. Therefore, it is plausible to think that 
interruptions in the continuity of the mucosa, rather 
than weakness of the intestinal wall, are the sites 
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that favor the attachment of ascaris which then can 
complete a perforation. In this connection, the part 
in which the ascaris sojourns is of great importance: 
if it is restricted and rigid, and offers points of sup- 
port, perforation will be facilitated, as is clearly 
shown in the reported case. All the pathogenic 
activities of ascaris enter into play in intestinal per- 
foration. The worm can also perforate the intestine 
in the reverse direction. The atypical symptoma- 
tology of surgical ascariasis is perplexing from the 
diagnostic point of view. Postoperative complica- 
tions may be aggravated by the presence of ascari- 
asis. RicHARD KEMEL, M.D. 


Transmetatarsal Amputation for Infection or 
Gangrene in Patients with Diabetes Mellitus. 
Leann S. McKittrick, Joun B. McKittrick, and 
Tuomas S. RIsLEy. Ann. Surg., 1949, 130: 826. 


The control of invasive infection by antibacterial 
agents has appreciably decreased the mortality rate 
associated with amputations for diabetic gangrene 
and has made possible, in selected instances, the em- 
ployment of less radical surgery such as transmeta- 
tarsal amputation. This procedure was performed 
on 215 patients between July, 1944 and January, 
1949 and the results obtained form the basis of this 
report. 

The anatomical indications for transmetatarsal 
amputation are as follows: (1) gangrene limited to 
one or more toes in which infection is stabilized, (2) 
stabilized infection or open wound of the distal foot 
which lends itself to total excision, and (3) an infected 
neurogenic foot in which both anesthetic and infected 
areas can be excised and a cure obtained, or only the 
latter area can be removed and the course of the 
disease delayed. 

No precise means are available whereby the out- 
come of surgery can be predicted with certainty in 
the presence of arterial insufficiency. Transmeta- 
tarsal amputation is seldom successful if gangrene of 
the dorsum or plantar surface of the foot coexists. If 
the arterial circulation is adequate, however, exten- 
sive infection does not necessarily contraindicate op- 
eration, although occasionally preliminary incision 
and drainage or restricted amputation is required. 
On the other hand, neurogenic lesions are most dis- 
turbing and baffling despite good circulation in most 
instances. While healing follows almost any opera- 
tion, recurrence invariably takes place unless the en- 
tire anesthetic area is excised. The prognosis is very 
poor if rest pain does not entirely subside during the 
period of preparation. 

Operation should be delayed approximately 2 or 3 
weeks for the gangrene and infection to demarcate. 
Antibiotics, Buerger exercises, and rehabilitating 
therapy are provided and the diabetes is properly ad- 
justed during this period. The selection of the prop- 
er time for operation is believed to be the most im- 


MISCELLANEOUS 


portant single factor favoring a successful outcome in 
borderline cases. 

Under low spinal anesthesia a long plantar flap is 
fashioned since its blood supply is superior to that of 
the dorsum. All incisions are decisive. Care is ex- 
ercised not to undermine the dorsal flap, and the 
plantar flap is dissected close to the underlying bone. 
Each metatarsal is transected just proximal to its 
head and no special attention is paid to the tendons. 
The wound is closed in 1 layer with stainless steel 
wire without drains.. Emphasis is placed on the im- 
portance of careful hemostasis, minimal trauma, and 
the avoidance of tension on the suture line or re- 
dundancy of the flap. The head of the bed is kept 
elevated from 2 to 2.5 weeks after operation. 

Two hospital deaths occurred from coronary 
thrombosis, a mortality incidence of 0.9 per cent. The 
hospital stay averaged 30 days. Healing failed to 
take place in 33 patients who subsequently required 
amputation at a higher level. Of 174 patients with 
transmetatarsal amputation who have been followed 
up, 135 have a completely satisfactory result, 7 have 
come to a higher amputation after complete healing 
for a minimum of 1 year, and in 32 the end result is 
still undetermined but is regarded as unsatisfactory. 

The functional result in all successful cases is ex- 
cellent, none of the patients finding their normal 
activities to be restricted. Only a few patients with 
unilateral amputations felt compelled to purchase a 
special type of shoe or support. Custom-made shoes 
are used by all patients with bilateral amputation 
and this is regarded as a satisfactory solution. 

Of the entire group, 17 per cent were classified as 
having failures (having died or requiring reamputa- 


tion at a higher level subsequently), 16 per cent were 
troubled by one or more of a variety of local symp- 
toms but still retained limited use of their extremi- 
ties, and 67 per cent obtained a successful anatomical 


and functional result. Davp H. Lynn, M.D. 


Malignant Melanoma of the Skin. Report of 341 
ses Treated from 1929 to 1943. Benct SyLvén. 
Acta radiol., Stockh., 1949, 32: 33- 


This. article summarizes the results of treatment 
obtained at the Radiumhemmet in patients with 
cutaneous malignant melanoma during the period 
from 1929 through 1943. Results were gained by 
means of conservative surgery in combination with 
irradiation. The patients were clinically divided ac- 
cording to the stage of their condition. Stage 1 pre- 
sented melanomas confined to the skin, stage 2, me- 
lanomas with regional lymph node metastases, and 
stage 3, melanomas with distant metastases. 

Surgical excision was done with either the scalpel 
or an electrosurgical knife. The results were compar- 
able. Both preoperative and postoperative irradia- 
tion was employed. The final results were poor. Of a 
group of 52 patients in stage 1, only 5 were consider- 
ed cured, and of a group of 75 patients in stage 2, 
only 5 were cured. 

From an analysis of his figures, the author con- 
cluded that their method of treating melanomas was 
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incorrect. He stated that in order to improve the 
cure rate in stage 1 melanoma, it seemed advisable 
to join previous authors in recommending the earl- 
iest possible block dissection of both the primary 
tumor and the regional lymph glands in continuity. 
Ety Etuiott Lazarus, M.D. 


EXPERIMENTAL SURGERY 


The Threshold of Thermal Trauma and Influence of 
Adrenal Cortical and Posterior Pituitary Ex- 
tracts on the Capillary and Chemical Changes. 
OLIvER Cope, JOHN GRAHAM, GEORGE MIXTER, JR., 
and MarcareT R. BALL. Arch. Surg., 1949, 59: 1015. 


The salient physiological disorder of a thermal in- 
jury has been demonstrated to be an increased cap- 
illary permeability. Within the past few years there 
had been a growing conviction that adrenal cortical 
extract is beneficial in the treatment of burn shock 
by its action in decreasing capillary permeability. 

The authors undertook experimental studies to de- 
termine if this thesis was correct. They utilized an- 
esthetized dogs and produced trauma by the im- 
mersion of a foot or leg into hot water. They studied 
the increased capillary permeability in the burned 
foot and the changes in the intermediary metabolism 
of protein, carbohydrates, and electrolytes induced 
by the burn. 

Burns of greater severity were followed by more 
precipitous and higher rises in the lymph flow and 
protein concentration, more rapid edema formation, 
and hemolysis. 

The administration of the extract of the adrenal 
cortex had no effect on this increased capillary perme- 
ability. Similar experiments with extract of the 
posterior pituitary lobe also revealed that no bene- 
ficial effects were to be obtained in burn shock from 
the use of this hormone. 

Ety Ettiotr Lazarus, M.D. 


Effect of Therapeutic Cold on the Circulation of 
Blood and Lymph in Thermal Burns: An Exper- 
imental Study. L. Lancour, LEon RosEN- 
FELD, CorA R. OweEN, and OLIVER Cope. Arch. 
Surg., 1949, 59: 1031. 

An experimental investigation was undertaken to 
evaluate the therapeutic effects of cold in the treat- 
ment of burns. It is known that cold relieves the 
pain of a burn. In addition there are theoretical 
reasons pointing to the use of cold for burns. Cold 
should diminish the metabolic demands of the wound, 
decrease circulation with a subsequent decrease in 
tissue drainage, reduce bacterial infection, and de- 
crease edema formation. 

The method of investigation used was the immer- 
sion of a burned foot in a cold water bath of 10°C. 
with observations on the circulation of the blood and 
lymph, and on the rate of edema formation in the 
traumatized extremity. 

The conclusions obtained were as follows: 

Lymph flow from a burned foot is sharply reduced 
during the entire period of immersion in the cold 
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bath, regardless of whether cold is applied immedi- 
ately after the burn or at some interval later. The 
rise in protein concentration of the lymph and the 
rate of edema formation is also retarded. These 
changes occur apparently as a result of the shunting 
of the blood flow away from the damaged capillaries. 
On withdrawal of the foot from the cold, the rates 
of lymph flow and edema formation are accelerated 
and the rise in protein concentration of the lymph is 
resumed until the protein reaches or even exceeds the 
level in the untreated foot. 

Cold does not alter the pattern of the arterial 
blood flow in the burned foot until removal of the 
foot from the cold bath is effected. This is in con- 
trast to the pattern of lymph flow, which is strikingly 
altered only during the period of immersion in the 
cold. When exposure to the cold ceases, there is an 
immediate rise in the blood flow. 

From these findings it is considered wise to limit 
the use of cold to the temporary alleviation of the 
pain of burns of small extent. 

Ety Lazarus, M.D. 


Circulation of the Blood and Lymph in Frostbite 
and the Influence of Therapeutic Cold and 
Warmth. An Experimental Study. Lron RosEn- 
FELD, L. LANcoHR, Cora R. OwEN, and 
OLIVER Cope. Arch. Surg., 1949, 59: 1045. 


Frostbite was produced experimentally by im- 
mersing a dog’s foot ina liquid mixture of ethyl alco- 
hol and solid carbon dioxide. Different degrees of 
tissue injury were obtained by varying the tempera- 
ture of the cooling mixture and the duration of im- 
mersion. 
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The disordered lymphatic and arterial circulation 
induced by frostbite was examined. During the pe- 
riod of freezing, the blood flow progressively de- 
creased in proportion to the severity of injury. Not 
until thawing begins does the blood flow to the in- 
jured extremity increase. In the frostbitten foot 
there is invariably an increase in lymph flow and 
protein concentration which is comparable to that 
following a burn; the onset of flow of abnormal lymph 
is delayed in freezing and greatly accelerated with 
thawing. The rise in lymph flow lags behind that of 
the blood flow and reaches its peak at the time of 
maximum edema. 

The effects of cold (10°C.) and warmth (40°C.) 
used as therapy on the abnormal arterial and lym- 
phatic circulation produced by frostbite and on the 
development of edema were investigated. In thera- 
py with cold, the lymph flow, lymph protein concen- 
tration, and edema formation were retarded. When 
warmth was used as treatment, the lymph flow and 
protein concentration increased more promptly. It 
was believed by the authors that even the use of such 
a mild degree of cold as 10°C would in itself lead to 
tissue injury and therefore cold therapy should not 
be employed. 

Except for the acceleration of thawing which it in- 
duces, warmth used in treatment does not alter the 
pattern of circulatory disorder. There is no evidence 
that a shortening of the length of time that the tis- 
sues stay frozen decreases or alters the nature of the 
injury to the cells. The authors therefore concluded 
that they had obtained no evidence pointing to bene- 
fit from the use of cold or warmth in the treatment 
of frostbite. Ey Exuiorr Lazarus, M.D. 
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